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INTESTINAL OBSTRUCTION* 


WITH SPECIAL REFERENCE TO THE ROLE PLAYED BY THE GENERAL PRACTITIONER 


By A. Primrose, C.B., M.B., C.M., F.R.C.S., LL.D., 


Toronto 


HERE is a considerable amount of confusion 
in the use of the term intestinal obstruction, 
because in the minds of many students and prae- 
titioners the paramount conception is that some 
mechanical agent is always the cause of the ob- 
struction. It is true that a mechanical primary 


cause frequently exists, e.g., in strangulated 
hernia, tumour growth or intussusception, but it 


is essential to know that the most insidious and 
most fatal form of obstruction is often present 
in the absence of any mechanical etiological 
factor. 

The term ‘‘dynamie ileus’’ has been used by 
some authors to designate non-mechanical forms 
of obstruction. Many writers classify all such 
cases as ‘‘paralytic’’, and the term ‘‘ paralytic 
ileus’’ has come into common use in the deserip- 
tion of all forms of obstruction in which there 
is no mechanical cause. It has been estimated 
that 65 to 70 per cent of all cases of intestinal 
obstruction are in reality forms of paralytic 
ileus (Moore*®). Recently, we have the concep- 
tion that paralytic ileus is due to reflex inhibi- 
tion of motility through the splanchnic nerves. 
Experimental proof of this has been suggested 
by the work of Bayliss and Starling and others. 
Breaking the reflex are by spinal anesthesia has 
relieved experimentally produced paralytic ileus 
in dogs (Markowitz and Campbell) and has ae- 
complished the cure of such conditions in man. 
_(Wagner and Asteriades). 


* Read before the International Medical Assembly 
of the Inter-State Post-Graduate Medical Association of 
North America in Detroit, October 22, 1929. 


1 


Acute intestinal obstruction is the term ap- 
plied to a sudden and complete development of 
obstruction constituting a surgical emergency 
demanding immediate operation fcr its relief. 
On the other hand, in chronic forms of obstruc- 
tion it may be possible to postpone operative 
measures while special methods are adopted to 
study the mechanical cause, the site of trouble, 
and the appropriate measures for radical re- 
lief. Acute obstruction, in spite of improved 
technique based on a more intelligent concep- 
tion of its etiology, still possesses a very high 
mortality. Miller, of New Orleans, in a recent 
study?® of 343 surgical cases, in which he in- 
cluded all instances of complete obstruction 
with the single exception of post-operative 
ileus, reported 209 deaths, a mortality of 60.9 
per cent. 


EtTIoLoGy OF ACUTE OBSTRUCTION 


Evidence has accumulated to indicate that 
acute intestinal obstruction in the absence of 
a mechanical block is produced by disturbance 
in the nerve mechanism controlling the 
motility of the bowel. Perhaps the most strik- 
ing experimental evidence of this is found in 
the work of Pal, and of Meltzer and Auer, who 
shaved the abdomen of a fed rabbit and 
watched the active peristaltic movement of the 
bowel through the belly wall while still intact. 
Once the abdomen is opened, however, these 
movements cease. And, again, Bayliss and Starl- 
ing, after opening the abdomen of a dog in a 
warm saline bath, found the intestines col- 
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lapsed and motionless. Movements, however, 
occurred after cutting the splanchnies, or de- 
stroying the spinal cord, or on removal of the 
abdominal ganglia. Then too Meltzer and Auer 
caused inhibition of peristalsis in rabbits by 
dissecting the skin over the abdomen. Finally, 
it has been demonstrated that by breaking the 
reflex are by spinal anesthesia paralytic ileus 
is relieved. This was proved experimentally 
by Markowitz and Campbell and clinically by 
Wagner and others. (This summary is from the 
paper of Markowitz and Campbell’®). 

Anatomically, in recent years, a study of the 
autonomic nervous system has shown the inter- 
relation of the nervous mechanism in the bowel 
wall with the sympathetic ganglia, the central 
nervous system and the peripheral nerves. The 
vagus and the splanchnies are the direct paths 
through which stimuli from without control 
bowel movements, and these form contacts with 
certain segments of the spinal cord and higher 
centres in the brain, as well as with the peri- 
pheral nerves. 

While disturbance in the nerve control of the 
bowel has hitherto been recognized as an impor- 
tant etiological factor in so-ealled paralytic ileus, 
it is undoubtedly operative also where a mechan- 
ical block is the primary cause. This conception 
of the nervous mechanism in intestinal obstrue- 
tion has wide practical significance. It provides 
a rational explanation of clinical phenomena 
which are familiar to every practitioner. It 
explains, for example, those cases in which there 
is eventually complete absence of motility in the 
bowel, not only above the seat of a mechanical 
obstruction but below it, so that not even flatus 
is passed. While the inhibition thus eventually 
leads to complete absence of bowel movement, we 
must remember that in instances where a me- 
chanical cause is operative, e.g., in strangulated 
hernia, a period of hyperactivity precedes the 
period of inhibition. Our effort is to diagnose 
the case at that stage when the patient has 
colicky pain, often severe, and possibly presents 
the phenomenon of visible peristalsis. 

Any acute condition within the abdomen may, 
as we know from experience, cause obstruction. 
Peritonitis from any cause is frequently the 
factor most closely associated with its produc- 
tion. In the absence of any mechanical cause, 
Moore has enumerated some 21 conditions which 
may predispose to paralytic obstruction. The 
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exciting cause may be within the abdomen or 
outside the peritoneal cavity. For example, ob- 
struction has occurred in compound fracture of 
the leg, in orchitis, diaphragmatic pleurisy, in 
operation on the breast, ete. 

It may be stated that intestinal obstruction is 
the chief ultimate cause of death in acute condi- 
tions in the abdomen. It is therefore our aim to 
control all factors which predispose to it. If 
we take the familiar example of acute appendi- 
citis, we may assert that the clinical phenomena 
which present themselves are mainly the signs 
of local inflammation and those which in the 
long run will produce obstruction. To put it 
more crudely, we may assert that any case of 
acute appendicitis will recover (either with or 
without operation) if we prevent intestinal ob- 
struction. Formerly, we spoke of ‘‘ peritonitis’’ 
as the cause of the fatality; that is true in so 
far as peritonitis induces the obstruction. It is 
seldom that peritonitis per se is the cause of the 
fatal issue; it is rather the obstruction which it 
induces. 

In a typical case of acute appendicitis we have 
certain symptoms which are explained on the 
basis of the nervous mechanism concerned. The 
localized pain and tenderness are characteristic, 
but we have also the splinting and the immobility 
of the bowel. Possibly, the splinting of the wall 
and the immobilization of the intestine are 
analogous to the conditions which appear in 
acute arthritis, where the joint is splinted by 
muscular contraction. It may be a natural pro- 
tective defence of a beneficent nature, but im- 
mobility of the bowel will eventually result 
fatally. Hence, truly, the cure is worse than 
the disease. Intuitively the practitioner is 


tempted to overcome these early symptoms of 
obstruction by a saline purge or a dose of castor 


oil. In these early stages the obstruction may 
be overcome, the bowels move freely, the local 
inflammation subsides, and the patient recovers. 
This, however, is a most dangerous practice be- 
cause in no specific instance are we able to deter- 
mine the extent of the inflammatory process or 
the degree of invasion of the various layers of 
the wall of the appendix. It may be that the 
whole thickness of the wall is already invaded 
and perforation is imminent. In such cases a 
purgative may induce rupture, with general 
peritonitis and death. 

In acute appendicitis there is, as a rule, reflex 
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spasmodic contraction of the pyloric sphincter 
causing the characteristic epigastric pain so 
common as an early sign; this is followed by 
gastrie stasis and vomiting. If the case pro- 
gresses unfavourably distension follows later and 
intestinal obstruction becomes more or less com- 
plete. Purgatives in such cases may relieve the 
obstructive symptoms but may kill the patient. 
The obvious and legitimate line of treatment. is 
to remove the appendix by operation, and then 
use such means as may be necessary to overcome 
the obstruction. This in the majority of in- 
stances may now safely be accomplished by 
purgatives, enemata, and such additional 
methods of treatment as may be indicated in the 
individual case. 

There are many acute abdominal conditions 
which give us problems similar to those associ- 
ated with appendicitis, such as acute choleey- 
stitis, perforation in gastric, duodenal or typhoid 
uleer, acute pancreatitis, and peritonitis from 
any cause, including trauma. It is not the prov- 
ince of this paper to discuss the differential diag- 
nosis of these conditions, but to insist that every 
effort must be made to determine the specific 
nature of the condition which is present, because 
in dealing with the obstruction which may result 
it must be reckoned with. In acute diverti- 
culitis similar phenomena may present. them- 
selves and similar precautions in diagnosis and 
treatment. must be instituted. So too, in intus- 
susception, volvulus, mesenteric thrombosis, or 
strangulated hernia, we have acute abdominal 
symptoms with obstruction demanding similar 
care in diagnosis and treatment. 

Then we have conditions of gradual develop- 
ment in which the symptoms of obstruction may 
appear slowly or, on occasion, acute obstruction 
may develop suddenly and unexpectedly in a 
case where the primary cause has been of 
gradual and slow development. In this class we 
may place such conditions as tumour of the 
bowel wall, bands and adhesions, impacted gall- 
stones, and the like. Pressure of a tumour or 
an inflammatory mass, particularly in the pelvis, 
upon the bowel from without may produce ob- 
struction. 

The study of acute intestinal obstruction pro- 
duces an exceedingly complex problem which is 
attracting widespread attention at the present 
time. Hardly a week passes without the pub- 
lication of clinical or experimental investigations 
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regarding the etiological factors involved or the 
indications for treatment. Certain facts are 
established, both experimentally and clinically. 
First, obstruction of the small bowel is much 
more rapidly fatal than obstruction of the large 
bowel. Then, again, the higher it occurs in the 
small bowel, the greater is the destruction of 
life. Another important observation, borne out 
by clinical experience, and emphasized by the 
experiments of Foster on dogs, is that where 
a mechanical cause is operative, the severity of 
the symptoms is largely dependent upon whether 
or not there is interference with the vascular 
supply of the bowel. 


THE SyMPTOMS OF ACUTE OBSTRUCTION 


Pain is one of the earliest symptoms, usually 
paroxysmal in type, sudden seizures of a colicky 
character and severity. The 
bowels fail to move and the patient vomits first 
gastric contents and, later, those of the duo- 
denum containing bile and pancreatic juice. 
The offensive character of the vomitus at this 
stage is due, according to Bland-Sutton, to the 
action of pancreatic juice on gastric contents. 
(Quoted by Summers**). If the obstruction is 
unrelieved a further stage is developed, in which 
we have distension, more severe pains, with con- 
tinued vomiting and, possibly, visible peristalsis 
with growing depression. 


increasing in 


It is worthy of special 
note that a large amount of fluid is lost in the 
vomitus. Still later, with the characteristic 
drawn expression of the ‘‘abdominal facies’’, the 
pains diminish or cease, the abdomen remains 
distended, the patient is extremely toxic, the 
extremities are cold and clammy, the pulse be- 
comes rapid and compressible, the blood pressure 
falls, and the patient is well-nigh moribund. The 
rapidity of development of these stages varies in 
individual cases, but twelve hours after the oc- 
currence of initial symptoms the patient’s eondi- 
tion may be practically hopeless. Shock is a 
feature in certain cases, more particularly where 
the circulation is interfered with in the segment 
of bowel affected. (Millers). 


DIAGNOSIS 


While drawing this picture of the progressive 
symptoms characteristic of a patient with un- 
relieved obstruction, one must insist upon the 
necessity of making an early diagnosis before 
urgent symptoms prognosticating a fatal issue 








have supervened. It is only by early diagnosis 
and treatment that we can hope to lower the 
terribly high mortality. Too often the symp- 
toms or the subsidence of symptoms constitute 
terminal manifestations. These are the ‘‘signs 
of lost opportunity’’ as Sampson Handley™ has 
aptly called them. (Quoted by Miller). 

In no class of case is it more essential to take 
a carefully recorded history which will often 
suggest the etiology and diagnosis. The physi- 
cal examination of a patient presenting these 
symptoms must be conducted with systematic 
completeness. Inspection of the abdomen deter- 
mines the respiratory movements, whether ab- 
dominal or thoracic, also any characteristic in 
the contour of the wall which may be suggestive. 
There may be visible peristalsis. On palpation, 
one may discover local or general rigidity in- 
dicative of inflammation or a tumour mass; also 
one may observe an alternate hardening and re- 
laxation of the bowel immediately above the 
seat of the obstruction, and occasionally splash- 
ing. The careful investigation of all hernial 
openings should never be omitted. On percus- 
sion one notes the presence or absence of liver 
dullness, the presence of fluid in the flanks, ete. 
On auscultation, one may detect the sounds pro- 
duced by the movement of gas and fluids or, if 
obstruction is complete, the cardiac sounds may 
be transmitted with undue distinctness. Lastly, 
in all cases a very careful digital examination 
of the rectum should be made. There is usually 
a varying degree of leucocytosis in obstruction ; 
the highest reported was in volvulus with a white 
blood count of 46,000 (MeGlannan*). 


PATHOGENESIS 


The most. important contribution to the study 
of intestinal obstruction in recent years has been 
regarding changes which oceur in the blood 
chemistry and the therapeutic measures which 
may be undertaken to meet the situation. These 
blood changes are indicative of an impending 
condition which, if unrelieved, determines a 
fatal issue. 


It must be clearly understood that a deter-" 


mination of the blood chemistry, while of the 
highest value for prognosis and treatment, is 
not essential for diagnosis. Moreover, the gen- 
eral practitioner in most instances is unable to 
avail himself of these laboratory tests. 

Whipple, some years ago, experimented on 
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animals with closed duodenal loops, and studied 
the toxic features of obstruction. Some of us 
reapeated certain of his experiments. He found 
that the content of the loops was highly toxic, 
and if injected into the veins of another animal 
would produce symptoms of intestinal obstruc- 
tion. He noted a change in the blood chemistry 
producing a condition of alkalosis. These 
changes were the more evident the higher up in 
the small bowel the obstruction was produced. 
This condition of alkalosis, as a result of in- 
testinal obstruction, is now universally reeog- 
nized and its main features have been studied 
both experimentally and clinically. Briefly 
stated, we may say that it is characterized by a 
fall in the blood chlorides and a rise in the 
carbon dioxide-combining power of the plasma, 
along with an increase in the non-protein nitro- 
gen. Haden and Orr’ found similar changes in 
experimentally produced pyloric obstruction in 
dogs. These authors believe that the increase in 
the carbon dioxide-combining power of the 
plasma is due to the utilization of the chlorine 
ion with the formation of sodium bicarbonate 
as a by-product. The toxic agent in obstruction 
is obscure, both as to its source and nature; it 
apparently is coincident with protein destruction 
in the tissues, the latter being evidenced by the 
increase of non-protein nitrogen. Therefore, the 
toxemia which develops in intestinal obstruc- 
tion may be due to the absorption of the pro- 
ducts of protein destruction. Haden and Orr 
showed that the chlorides fall and are well de- 
pleted before there is evidence of much tissue 
destruction. 

While these changes in the blood have been 
found not only experimentally in animals but 
clinically in the course of intestinal obstruction 
in man, their true significance has not yet been 
fully assessed, nor are the findings constant in 
their manifestation. Thus MecVicar and Weir” 
in a study of clinical cases found that an alarm- 
ingly toxie condition may oceur without hypo- 
chloremia, and thus chemical estimations of the 
blood are not uniformly dependable as an 
index of the severity of the toxemia. They urge 
that toxemia associated with obstruction may be 
recognized before the occurrence of disturbances 
in the blood. 


There are two factors which undoubtedly are 


accountable for variation in the blood picture, 
namely, the site of obstruction and the type of 
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obstruction. Thus obstruction in the large bowel 
fails to effect changes in the blood chemistry. 
Then again if simple obstruction occurs, such 
as may be caused by bands and adhesions, with- 
out primary vascular derangement, death may 
result without blood changes. On the other 
hand, in eases of obstruction caused by volvulus, 
strangulated hernia, intussusception and the like, 
where a variable length of intestine is involved 
with interference with its blood supply (condi- 
tions which have been called ‘‘acute strangula- 
tion’’) there are toxemia and hypochloremia 
(Foster*®). 

Nevertheless, the main outcome of experi- 
mental and clinical investigation is to show that 
chlorides exercise a protective agency, and tissue 
destruction with toxemia seldom occurs until 
the chlorides are depleted. Furthermore, we 
find, that both experimentally and clinically we 
can restore the blood chlorides to a normal level 
by simple therapeutic means. Hence, if tissue 
destruction and toxemia have not already ad- 
vaneed too far, the otherwise fatal issue of ob- 
struction may be averted. Hartwell and Hoguet 
found that in animals with a closed duodenal 
loop they could keep the animal alive for three 
weeks, when the control died in from three to 
ten days, by the administration of normal saline 
in large quantities. They attributed their re- 
sults to relief of the dehydration, but. subsequent 
investigators show that the specific action of 
sodium chloride was an essential factor in at- 
taining such excellent results. 

Variations in intra-intestinal pressure un- 
doubtedly play an important roéle in intestinal 
obstruction. The experimental work of Raine 
and Perry*® in simple obstruction in rabbits is 
instructive. In these animals practically all the 
secretions which enter the gastro-intestinal tract 
come from the glands in the mucosa of the 
stomach and duodenum and also from the liver 
and pancreas. If the intestine is obstructed, 
e.g., by a rubber band or tape tied around the 
bowel, intra-intestinal pressure increases, vigor- 
ous peristalsis occurs, secretion is accelerated, 
and resorption of secretions is retarded as dis- 
tension occurs. The hyperperistalsis continues 
until the muscularis is fatigued, resulting in 
varying degrees of distension. The capacity for 
resorption of these secretions is diminished as 
distension increases. If it be relieved and intra- 
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intestinal pressure diminished, the secretions 
may then be resorbed. 

Increased secretory activity accompanied by 
retarded resorption may thus deplete the blood 
and result in dehydration, with diminution of 
chlorides and increase of non-protein nitrogen in 
the blood plasma, the clinical picture with which 
we are all familiar. The experiments of Raine 
and Perry led them to suggest that, in spite of 
evidence to the contrary, toxemia may play a 
minor role in simple obstruction, the real cause 
of death being the loss of secretions which fail 
to resorb. Such conclusions would give a valid 
explanation of the fact that a low obstruction 
(e.g., in the terminal ileum) is much less rapidly 
fatal than a high obstruction, because a longer 
period is available for resorption through the 
greater length of intestine above the seat of ob- 
struction. It also suggests the value of leaving 
the intestine closed and preserving its continuity 
after operation so that greater facility is given 
for resorption and less opportunity for loss 
through drainage of these secretions. 


PROGNOSIS 
We have already referred to the high mor- 
tality in intestinal obstruction, which reaches as 
much as 60 per cent. There is a progressive in- 
crease in the mortality rate proportional to the 
time elapsing between the onset of symptoms and 
the employment of efficient, treatment. Thus 


Miller’® gives the following statistics: 


MorRTALITY BASED ON DURATION OF SYMPTOMS 
Duration Mortality 


29.4 
52.9 


Under 12 hours 
éé 24 6c 
sé 36 sé 
sé 48 ce 


“eé 79 é 


la 


“e 96 ce 
Over 96 §§ 


The prognosis therefore is favourable only in 
the very early stages well within the first 12 


hours. The high mortality is undoubtedly due 
to delay in operating. It is therefore essential 
to establish a diagnosis and employ adequate 
treatment at the earliest possible moment. Every 
hour counts in the progress of this dread disease. 
The responsibility for delay may be placed upon 
(1) the patient, (2) the general practitioner, 
(3) the surgeon. The patient may object to 
operation, the general practitioner may hesitate 
to urge it, and the surgeon may temporize and 
lose time. 





TREATMENT 


When confronted with a case of acute in- 
testinal obstruction we realize that surgical 
measures are essential to relieve the conditions. 
In most modern hospitals to-day, after having 
established a diagnosis of acute obstruction, the 
characteristics of the blood chemistry are de- 


termined, more particularly as regards the 
chlorides. The percentage of non-protein nitro- 


gen content and the carbon dioxide-combining 
power may be determined, but the key to the 
situation is to determine whether or not the 
chlorides ares depleted. If the chlorides have 
fallen below 0.45 gram. per 100 ¢.c. of blood, we 
have a condition in which peristalsis is inhibited. 
The chlorides may be restored to normal propor- 
tions by the administration of chlorides by the 
mouth, by the rectum, interstitially or intra- 
venously, or by a combination of these methods. 
Combined with the chloride we administer two 
other elements of specific value, namely, water 
and glucose. (Walters, Kilgour and Bollman). 
By its diuretic effect glucose aids in the elimina- 
tion of non-protein nitrogen and in furnishing 
energy. Water replaces that lost by vomiting 
The question of de- 
Melver 
and Gamble,’® in an experimental study in rab- 
bits, consider that dehydration can be directly 
fatal, but dehydration means a loss of digestive 
secretion, resulting in extensive withdrawal of 
inorganic salts, chiefly sodium and chloride ion 
from the blood plasma and the interstitial body 
fluids. Haden and Orr’? found that animals 
treated with fluid alone die more quickly. The 
chloride therefore is an essential part of the 
treatment; water is equally essential, while 
glucose is an adjuvant of specific value. We 
may therefore give 10 per cent glucose in normal 
saline, either interstitially or intravenously, ad- 
ministering, say 600 c¢.c. 
ministered per rectum. 


and prevents dehydration. 
hydration has already been referred to. 


Chlorides may be ad- 
A suitable form is am- 
monium chloride, 180 grains in three ounces of 
water every four hours. If the patient is not 


vomiting, chlorides may be administered by 
mouth. Normal saline may be pressed even to 
the extent of 5000 ¢.c. or more in 24 hours. 
Gallie and Harris? have recently described an 
ingenious apparatus for the continuous intra- 
venous administration of physiological salt solu- 
They have 


tion over a long period of time. 
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found the method particularly useful in chil- 
dren. 

MeVicar has shown that bicarbonate of soda 
increases alkalosis and predisposes to tetany. 
Therefore this drug must never be administered 
in intestinal obstruction. The chloride and 
glucose treatment may be continued from day 
to day as indicated by the results found on ex- 
amination of the blood chemistry. 

I have deliberately placed the chloride treat- 
ment in the forefront, because of its importance. 
One must regard it as an essential part of the 
treatment in those cases where blood examina- 
tion shows depletion. One realizes that in many 
instances the general practitioner is unable to 
obtain a blood examination when the patient is 
first seen. One must not wait for this. It would 
be well in all instances to administer chlorides 
as a prophylactic measure, e.g., normal saline 
interstitially. Haden and Orr found that tox- 
emia can be prevented if the chlorides be given 
at the onset of obstruction. 

Operation is of course absolutely necessary. 
As a preliminary measure gastric lavage is 
employed. We need not discuss the details of 
There are many causes of obstruc- 
mechanical nature, which must be 
relieved, ¢.g., strangulated hernia; the presence 


technique. 
tion of a 


of bands; volvulus or intussusception. The 
avoidance of unnecessary trauma in our man- 
ipulations is of paramount importance. One 


cannot overestimate the value of extreme gentle- 
ness in handling under 
In severe cases at a late stage, 
or when the blood chemistry is markedly altered, 
drainage of the proximal distended bowel by the 
method described as enterostomy may be em- 
ployed. High jejunal enterostomy was first ad- 
voeated and practised by Bonney in 1916. Since 
that time numerous methods of draining the 
proximal distended bowel by enterostomy have 
been devised. The method of Witzel, which con- 
sists in burying a small tube in the inverted wall 
of the bowel, modified by C. H. Mayo by bring- 
ing the tube through a piece of omentum, is 
probably the best. The fistula will close 
spontaneously when the tube is removed. 

The value of enterostomy as a remedial meas- 
ure has been much discussed. In many instances 
the surgeon is disappointed to find there is little 
or no drainage through the tube. Orr and 
Haden published a paper in May, 1929, giving 


abdominal viscera 
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an extensive review of the history of enter- 
ostomy in obstruction. After a study of the 
literature, and from clinical experience and ex- 
periments conducted by them on dogs, they 
reach certain conclusions regarding its value in 
the treatment of general peritonitis. They be- 
lieve its value may be estimated by studying two 
factors, viz., the extent of the peritonitis and its 
duration. If the entire abdomen is involved 
with free fluid and much damage to the tonicity 
of the bowel, enterostomy is probably of little 
avail. If peritonitis is confined to the lower 
abdomen with spasmodic cramps or visible per!- 
stalsis enterostomy is of undoubted value. In 
fact, in these cases they believe enterostomy to 
be of more value than abdominal exploration 
with its associated trauma and spread of the 
infection. I cannot do better than quote their 
conclusions : 


‘‘Sufficient evidence has not been presented to 
justify the belief that the cause of death in general 
peritonitis is intestinal obstruction alone. Enterostomy 
is of no value in dogs in which fulminating general 
peritonitis has been produced. It is probably of doubt- 
ful value in such cases in man. In selected cases of 
peritonitis of the lower ebdomen enterostomy is life 
saving. In doubtful cases of peritonitis, enterostomy 
should be used. If proper technique is used, it can do 
no harm and may do much good. No treatment of 
peritonitis should be given to the exclusion of large 
quantities of a saline solution to relieve the dehydration 
and hypochloremia.’’ 


van Beuren, Jr., in a recent paper produces 
statistical evidence to indicate that enterostomy 
is of value in the treatment of acute ileus. He 
concludes that enterostomy done at the right 
time and in the right way is the most effective 
means we have at present to relieve and to 
prevent overdistension and anemia. He re- 
gards the prevention and relief of overdisten- 
sion the most important factor in removing the 
danger in acute ileus. Holden’? describes a 
special method of emptying the distended 
bowel above the obstruction at the time of 
operation. 

Miller’® in his analysis of 343 cases of intes- 
tinal obstruction, all operated upon in the 
Charity Hospital and the Touro Infirmary in 
New Orleans, finds that the lowest mortality 
was achieved when the operation was _ per- 
formed under general anesthesia. The mor- 
tality was greater under local and spinal anes- 
thesia. He attributes these results in part to 
the fact that under general anesthesia the 
operation consumed less time and there is less 
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traumatism than under local or spinal anes- 
thesia. He considers speed and gentleness 
essential in operating upon these eases. His 
figures are as follows: 


MORTALITY IN RELATION TO AN2STHESIA 


Per cent 
cases 


Type of Number 


anesthesia cases 


Mortality 
100.0 
78.2 
69.7 


50.3 


None 0.3 
Loeal 32. 
Spinal So8' - 9.6 


General 58.0 


The place of spinal anesthesia as a curative 
measure, especially in paralytie ileus, should be 
considered. Undoubtedly it is of the greatest 
value in certain cases. Thus my former col- 
league, Dr. B. P. Watson, informs me that spinal 
anesthesia has yielded results of a remarkable 
character in his clinie at the Sloane Hospital 
for women in eases of paralytie ileus. His as- 
sistant, Dr. Studdiford,*! has published an ac- 
count of five cases of ileus, in which most 
alarming symptoms had developed with com- 
plete obstruction, great distension, cold, clammy 
extremities, ete.; the patients all recovered after 
spinal anesthesia. Two of these eases developed 
the symptoms after normal delivery, two after 
Cwsarian section, and one after hysterectomy, 
bilateral and hmor- 
In all the remark- 
ably prompt manner in which relief followed 
the treatment was noteworthy. 
employed was as follows: 


salpingo-o6phorectomy 
rhoidectomy ; all recovered. 


The technique 


The patient was in the lateral position, back pre- 
pared with iodine and draped. A needle was passed 
through the skin wheal of 2 per cent novocain between 
the 2nd and 3rd lumbar vertebra into the spinal canal. 
About 6 to 7 ¢.c. of spinal fluid were withdrawn and in 
this was dissolved 0.10 grm. of novocain. The resulting 
solution was drawn into the syringe and injected inte 
the spinal canal. Ten ¢.c. of spinal fluid were then with- 
drawn and reinjected to aid in the diffusion of the 
solution. The attempt was made to obtain the anes- 
thesia reaching to the angle of the scapula, as the 
splanchnics are said to receive branches from as high 
as the 5th and 6th dorsal segments. This was usually 
successful. After this the patient was placed flat on 
her back. No ill effects were observed except in one 
cases where there was a marked fall in blood pressure. 
The distension in this case disappeared in five minutes. 
The rapidly reduced abdominal pressure may have been 
a factor in producing the condition of mild shock. The 
latter soon cleared up. Some of the patients remarked 
on the immediate relief of symptoms and others fell 
asleep. 


Studdiford in his study of results gives 
Duval’s statistics (quoted by Greig) of 400 cases 
as follows: 
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Success- __ Per- 
Cases ful centage 
Strangulated hernia 57 27 10 
Dynamic ileus 30 68 
Mechanical ileus 9s 16 16 
Duval provides further data concerning the 
44 cases of dynamic ileus as follows: 


Per- 


Success- 
Cases ful centage 

Spasmodic 8 100 

Post-operative 9 90 

Ileus without obvious cause.. é 2 100 

Ileus in peritonitis 10 55 

Pure reflex ileus (renal colic) 0 

Ovarian cyst with twisted 

pedicle : 1 25 

Stabins and Morton*® believe that spinal anes- 
thesia should not be used in paralytic ileus when 
that condition is associated with peritonitis or 
a mechanical block. 

Final reference may be made to the observa- 
tions of Williams who considers that the toxemia 
of intestinal obstruction results from the ab- 
sorption of the toxin of B. welchii, on the 
ground that these organisms, which are com- 
monly present, are found to proliferate rapidly 
in the small bowel in obstructed cases, particu- 
larly those of high obstruction. These organisms 
are found in the vomitus. Williams obtained 
good results by the intravenous administration 
of the B. welchv antitoxin. Experimental work 
has been done by Morton and Stabins; Stabins 
and Kennedy,*® Copher, Stone, and Hildreth,‘ 
and by Melver, White and Lawson."* It is true 


certain cases of obstruction, particularly in the 


late stages, exhibit symptoms somewhat anal- 
ogous to gas gangrene, a condition in which dis- 
ease the B. welchit is the organism most com- 
monly determined as an etiological factor. The 
evidence of the value of this antitoxin in ob- 
struction, is, however, not clearly established. 
It must still be regarded as in the experimental 
stage. 

My main object in presenting these facts is 
to urge that the general practitioner has a grave 
responsibility to discharge in cases of acute ob- 
struction. Prompt diagnosis on his part is of 
the utmost importance, and it is often within his 
power to overcome the scruples of the patient 
who naturally wishes to avoid operation. 
Furthermore, he may assist. materially in im- 
proving the prospect of recovery by the admin- 
istration of normal salt solution interstitially or 
intravenously. 
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CHRONIC INTESTINAL OBSTRUCTION 


The gradual development of obstruction de- 
mands careful observation and study. Tumour 
growth is the most common cause. Draper 
and Johnson*® have recently published an in- 
teresting paper embodying a study of chronic 
segmental obstruction of the colon of a con- 
genital type. The history is characteristic 
and should be recorded with great care as to 
the symptoms produced. Progressive difficul- 
ty in getting the bowels to move with increas- 
ing abdominal distress and a varying degree of 
distension. One should inquire earefully re- 
garding the presence or absence of blood in the 
stool. The most common source of blood is 
from hemorrhoids and next in frequency from 
a malignant growth. It occurs also in intus- 
susception and mesenteric thrombosis, also in 
spontaneous partial relief of an internal hernia 
(Eisberg*®). If the growth is in the rectum, the 
blood will be fresh and red; if higher up in the 
bowel, the blood will be changed, being darker 
in colour; when coming from the small bowel, 
stomach or duodenum the blood is so altered 
that it appears in the characteristic ‘‘tarry 
stool,’’ which on examination will give us the 
specific tests for blood. Loss of weight so fre- 
quently present as a result of failure in nutri- 
tion in malignant disease has an important 
bearing. 


PuysicAL EXAMINATION 

Thé physical examination of the patient must 
be conducted with great care. The importance 
of a digital examination of the rectum cannot 
be over-estimated. It would seem obvious and 
elementary that a rectal examination is an 
essential part of our routine and yet, in spite 
of that fact and of the universal reiterated 
teaching in that regard, one finds that even iu 
recent cases in our own experience the rectum 
had not been examined by the attending physi- 
cian. The most tragic result of such an 
omission is to overlook a cancer of the rectum 
until it has reached a stage of growth which 
makes it inoperable and a radical cure an 
impossibility. 

Examination of the abdomen may reveal the 
etiological factor in obstruction in many in- 
stances without much effort on the part of the 
examiner. For example, there may be a mass 
readily palpable due to a tumour growth, the 
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INTESTINAL OBSTRUCTION 


eee __________——_ IEEE 


sausage-shaped tumour of an intussusception, 
or an inflammatory process. On the other 
hand scrupulous care and skill may be neces- 
sary to discover the cause. In these latter cases 
routine examination must be conducted in a 
manner which may exact one’s utmost re- 
sourees to establish a diagnosis. The details of 
a carefully taken history must be kept in mind, 
and such adjuncts as a barium enema or a 
barium meal may legitimately be used in 
selected cases. 


CLINICAL FEATURES 


When obstruction is complete we have the 
classical symptoms of persistent vomiting, 
complete failure to pass flatus per rectum, 
progressive distension, visible peristalsis, and 
a varying degree of abdominal distress. Oc- 
casionally we may be misled by the absence of 
vomiting. This occurs at times when there is 
obstruction low down in the large bowel 
(rectum or sigmoid colon) and when in addi- 
tion the ileo-cxeal valve is competent. In such 
cases the large bowel may become enormously 
distended with little or no distension of the 
small bowel; the patient may not vomit under 
such conditions. In one of my patients, com- 
plete obstruction was suddenly produced by 
the impaction of a plum stone in the rectum, 
the lumen of which had already been greatly 
reduced by a cancer growth. It is interesting 
to note that in this case the cancer growth had 
not been suspected until complete obstruction 
occurred, due to this mechanical cause. There 
was no vomiting. At operation one found an 
enormously distended colon with no apparent 
distension of the small bowel. There was no 
regurgitation at the ileo-ceeal valve. 

It must be clearly reeognised that symptoms 
of obstruction may occur in the absence of any 
mechanical cause and in conditions which ean- 
not be relieved by operation. Thus, we have 
the vomiting and distension with obstruction 
in tabes dorsalis, in certain cases of nephritis, 
and, particularly in children, in acute intra- 
thoracic disease. Very recently I was asked 
to see a patient with distension, occasional 
vomiting, and symptoms of obstruction. It 
was not a ease for surgical intervention, but 
one in which these symptoms had occurred as 
a result of nephritis in an octogenarian. Such 
cases are not uncommon. 


PROGNOSIS | 


These patients often present two conditions, 
each of which ends fatally if not. relieved, viz., 
malignaney and intestinal obstruction. As far 
as the obstruction is concerned, the prospect of 
saving life in infinitely greater than in the cases 
of acute intestinal obstruction which we con- 
sidered earlier in this paper. 


TREATMENT | 

Operation is the sole method of relief. Let 
me advocate a very long abdominal incision, 
permitting the distended bowel to escape freely 
from the abdominal cavity. The object of this 
is to avoid unnecessary traumatism to the 
intestines by attempting to seek for the cause 
of the obstruction; if there be severe trauma- 
tism may induce post-operative acute 
paralytic obstruction, which must be avoided 
if possible. 


one 


One might cite the case of an octo- 
genarian with chronic obstruction and disten- 
sion. A large incision was made and the dis- 
tended bowel protruded. A tumour was readily 
found in the lower ileum. This was easily re- 
moved and an end to end anastomosis per- 
formed. The patient made an uninterrupted 
recovery. As a rule, the operative procedure 
is carried out in two stages, e.g. colostomy or 
secostomy, followed later by removal of a 


cancer of the sigmoid or by a Mikuliez opera- 
tion. 


In these cases apart from the consideration 
of blood chemistry, it is of great advantage to 
administer glucose and normal saline inter- 
stitially. Its tonic effect is marked. It assists 
in the elimination of toxie products and im- 
proves the general condition of the patient. 


REFERENCES 
. VAN BEUREN, F. T., JR., Ann. Surg. 90: 387, 1929. 
. Briu, S., Ann. Surg. 89: 541, 1929. 
3. Cooper, H. S. F., Arch. Surg. 17: 918, 1928. 


. Copuer, G. H., Stone, C. S., AND Hinpreru, H. R., 
Ann. Surg. 89: 641, 1929. 


. DRAPER, JOHN W., AND JONSON, R. K., J. Am. M. 
Ass. 94: 683, 1930. 


3. E1sBerc, H. B., Am. J. Surg. 2: 147, 1927. 


. E1sBerc, H. B., Collected reprints N.Y. Univ. & 
Bellevue Hosp. 5: 1926-27. 
. Foster, W. C., J. Am. M. Ass. 91: 1523, 1928. 
. GALLIE, W. E., AND Harris, R. J., Ann. Surg. 91: 
422, 1930. 
0. HADEN, R. L., AND Orn, T. G., J. Exper. Med. 38: 
55, 1923. 
1. HANDLEY, S., Brit. J. Swrg. 12: 417, 1925. 
12. HOLDEN, W. B., Surg., Gyn. & Obst. 50: 184, 1930. 





THE CANADIAN MEpICAL ASSOCIATION JOURNAL 


. McGuannan, A., Bull. Sch. Med. Uni. Maryland 
12: 1, 1927. 

. McIver, M. A., WHITE, J. C., AND Lawson, G. M., 
Ann. Surg. 89: 647, 1929. 

5. McIver, M. A., AND GAMBLE, J. L., J. Am. M. Ass. 
91: 1589, 1928. 

6. McKenty, J., Canad. M. Ass. J. 16: 260, 1926. 

7. McVicar, C. S., Weir, J. F., J. Am. M. Ass. 92: 
887, 1929. 

8. MILLER, J. C., Ann. Surg. 89: 91, 1929. 

9, MARKOWITZ, J., AND CAMPBELL, W. R., 
Physiol. 81: 101, 1927. 

. Moors, F. D., Surg., Gyn. & Obst. 37: 375, 1923. 

. Morton, J. J., AND SraBins, 8. J., Arch. Surg. 17: 
861, 1928. 

2. Orr, T. G., AND HapEN, R. L., J. Am. M. Ass. 91: 
1529, 1928. 


3. Orr, T. G., AND ILADEN, R. L., Ann. Surg. 89: 354, 
1929. 


Am. 


THE USE AND 


ABUSE OF VACCINES 


[July 1930 


. Orr, T. G., AND HADEN, R._L., Arch. Surg. 18: 2159, 
1929. 

. ParHam, F. W., New Orleans M. §& S. J. 79: 
1926. 

}. RAINE, F., AND Perry, M. C., Arch. Surg. 19: 
1929. 


7. Rankin, F. W., Surg., Gyn. §& Obst. 42: 638, 1926. 
. Surer, D. W., Canad. M. Ass. J. 19; 40, 1928. 


. StaBins, S. J., AND KENNEDY, J. A., Arch. Surg. 18: 
752, 1929. 


. StaBins, S. J., AND MorToN, J. J., Ann. Surg. 91: 
242, 1930. 


. Stuppirorp, W. E., Surg., Gyn. § Obst. 47: 863, 
1928. 


2. SuMMERS, J. E., Nebraska State M. J. 11: 89, 1926. 
35. SUMMERS, J. E., Surg., Gyn. § Obst. 32: 412, 1921. 
. WuLKIE, D. P. D., Surg., Gyn. & Obst. 50: 129, 1930. 


304, 


478, 


AND SERA* 


3y D. Grant CAMPBELL, M.D., 


Montreal 


\\/ HILE recognizing that the last word can- 


not yet be said on the subject of vaccine 
and serum therapy, I have been prompted to 
of the 


differences of opinion and the vagueness con- 


bring it to your attention because 


cerning the use of vaccines and sera that I 
find general among the members of the profes- 
sion. It is beyond ecavil that both vaccines and 
sera are of inestimable value, but that does not 
preclude the need for judgment in their use. 

Under normal conditions, protection against 
infection depends upon the hypersensitiveness 
of the individual to the bacterial protein, and 
the use of vaccine may result in changing this 
hypersensitiveness in one of several ways. 

1. It may produce an inerease in that which 
is present. 

2. It may desensitize the individual. 

3. Repeated injections may result in develop- 
ing both immunity and hypersensitiveness. 

4. In chronic infections it may depress the 
already partly established immunity, or it may 
depress all cellular and vascular re- 
actions completely. 

If, then, we admit these possible effects of 
vaccine we can appreciate that it is nota simple, 


even 


* Read at the meeting of the Montreal Medico- 
Chirurgical Society on October 18, 1929. 


harmless, therapeutic agent which can do no 
harm, if it does no good, but rather a two-edged 
sword. Fortunately, the futility of vaccines in 
many conditions has been recognized by the pro- 
fession as a whole, and their use has become 
largely restricted to their proper sphere. This 
was well demonstrated in the recent interesting 
investigation of Hektoen and Irons. These 
investigators found that 90 per cent of the 
large body of physicians whom they questioned 
did not use polyvalent stock vaccines thera- 
peutically, while the only conditions in which 
any extensive use was made of them by the 
remainder was in aene, otitis media, furuncu- 
losis and pertussis. Moreover, the strongest 
supporters of the use of vaccines for active 
treatment all admit the lack of scientific proof 
as to their value. Even the benefit which 
pertussis vaccine at first gave promise of 
rendering has failed to materialize. But 
vaccines have a very definite field in preventive 
medicine, particularly in the typhoid group 
and in cholera. These need no endorsation on 
this occasion, except to urge that we should use 
all our influence to make their adoption more 
general and continuous. We must ever keep 
in mind that the immunity established is short 
lived ; that to typhoid fever is about two years; 
that to cholera at most six months. Thus con- 
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stant watchfulness ‘is necessary to protect those 
‘who seek our advice. 

The value of prophylactic inoculation against 
any given disease, by vaccines or otherwise, must 
be determined by three factors: (1) the risk of 
infection and the consequences if infection oc- 
curs; (2) the risk or disability attaching to the 
prophylactic treatment; (3) the efficiency and 
duration of the immunity set up. It is on the 
basis of these three considerations that pro- 
phylactie inoculation against small-pox, against 
the typhoid group, against cholera, against 
tetanus, and against diphtheria, now stands 
firmly established. But the group is small, and 
we should not be carried away by enthusiasm. 

Vaccine therapy is essentially specific therapy, 
but of recent years much of a non-specific nature 
has been attempted, with what often appears to 
be brilliant. results, thereby proving that there 
are other factors besides the pure formation of 
specific immune bodies in prophylaxis and re- 
covery, but not thereby altering the need for 
the highest practicable accuracy in treating or 
preventing infections. 

Specific therapy, in which correct bacterial 
diagnosis is made and treatment instituted ac- 
cordingly, is a highly scientific method of 
treating disease, but to find a lesion, such as an 
arthritis, the nature of which is incapable of 
accurate bacteriological diagnosis, and then to 
have a vaccine made from some source of 
bacteria, such as a tonsil or a tooth eavity, is 
pure empiricism. While this is legitimate be- 
cause of occasional brilliant results, it is not 
scientific medicine and is only worthy of a 
trial after all other measures fail. 


MetTHOD OF ADMINISTRATION 


Vaccines are intended for hypodermic injec- 
tion, and the attempts that have been made to 
substitute oral administration have not so far 


been convincing, but should it prove possible to 
give protection in this manner the field for 
prophylactic inoculation would be greatly in- 
ereased. There is usually some degree of pain 
and tenderness at the site of the inoculation, 
but people vary much both as to their local 
and general reactions to injections. No gen- 
eralization as to whether a stock or autogenous 
vaccine is to be preferred, nor as to dosage 
and frequency, is practicable, except that it is 
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wiser to give vaccine at long rather than at 
short intervals. 

Ever since Roux, Behring, and their co- 
workers introduced diphtheria antitoxin in 1894 
it has been recognized that there were dangers 
associated with the use of horse serum, although 
no one would hesitate on that account to use 
diphtheria antitoxin in a ease of diphtheria. The 
dangers and disadvantages associated with the 
use of serum must always be borne in mind and 
these in each instance should be weighed care- 
fully against the need for its use. Horse serum 
contains a protein to which some individuals 
are naturally hypersensitive, while many more 
are made hypersensitive by a first injection. 
Moreover, every adult should be considered a 
possible allergic subject, and each should be 
tested for his susceptibility before treatment is 
begun. The presence of a natural hypersensi- 
tiveness would be suggested by a very marked 
and rapid reaction to the skin test, in an in- 
dividual never before injected, or by the his- 
tory of a very rapid and severe reaction to a 
previous injection, or where there was a family 
history of hay fever, asthma, or other form of 
allergy. In such people horse serum, even in 
small quantities, is liable to bring about a 
severe, perhaps a fatal, reaction. Even thie 
attempt at desensitization may prove ineffeec- 
tive or dangerous. In such eases it were better 
if possible to use the serum of some other 
animal if the need is urgent enough. 

In most persons who have become sensitive 
owing to a previous injection (acquired hyper- 
sensitiveness), there will be a history of a 
previous injection without untoward incident, 
a negative allergic family history, and a mild 
reaction to the skin test. 
may be earried out. 

Persons more than six years of age, or cer- 
tainly more than ten, belonging to neither of 
these groups should be given a skin test dose in- 
tradermally of 0.02 ¢.c. of serum, and at least 
four hours allowed for the reaction to occur 
before treatment is instituted. 

Recent investigation has shown that the rate 
of absorption of horse serum is not so rapid as 
for most other substances, and this would per- 
haps account for the apparent failure in some 
instanees to bring about desensitization. In con- 
sequence, fifteen to twenty-four hours should be 
allowed to elapse before active treatment is in- 


Here desensitization 
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stituted if there is any evidence of sensitiveness. 

Death due to allergic hypersensitiveness is 
very rare, considering the large extent to which 
serum is used, but is none the less a real danger 
which must. always be borne in mind. It may 
occur within a minute or two of the injection, 
either as a result of drop in blood pressure and 
arrest of circulation (apparently a splanchnic 
involvement) or as a result of respiratory para- 
lysis, or, again, there may be a delayed though 
fatal reaction some hours later, after apparent 
survival of the shock at the time of administra- 
tion. 

Although our chief dread is in regard to this 
danger of immediate allergic reactions other dis- 
turbing results of serum treatment frequently 
occur. Urticaria is the most common evidence 
of sensitiveness and usually appears six to ten 
days after a serum is given. It is frequently 
accompanied by fever, increase in the pulse rate, 
digestive disturbance, and joint pains which 
make the patient very miserable for two or 
three days. Dr. Foster Kennedy® has recently 
drawn attention to certain nervous disturbances 
following the use of serum. He points out that 
angioneurotic edema may affect the brain and 
meninges, may cause transient aphasias, transi- 
ent swellings of the ocular papille, transient 
palsies, and transient convulsions, and he gives 
detailed reports of illustrative cases. Peripheral 
neuritis in many and varied forms may also be 
a result of the toxicity of the serum or of an 
urticarial edema of the perineural tissues. 

In spite of all these disadvantages serum 
therapy has proved our most. efficient and life- 
saving measure in the fight against the infec- 
tions, and it is to advance in this field that we 
look for further gain. 

Serum may be administered by five different 
methods. Each has advantages and clear cut 
indications for its use. 

1. The subcutaneous method is the least rapid 
and the least disturbing, but is suitable only for 
prophylaxis, i.e., where a prolonged, rather than 
immediate, action is desired. 

2. The intramuscular is, in general, the method 
of choice in infectious disease and is that ordi- 
narily employed in treating diphtheria, scarlet 
fever, and erysipelas. Its action is fairly rapid 
(fully developed in about thirty-six hours), and 
at the same time fairly prolonged, while it is 
not usually very disturbing in its effect on the 
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patient, particularly if given deep into the 
gluteal muscles. 

3. The intravenous is the most effective method 
and is immediate in its action, but the severity 
of the reaction should restrict its use to urgent 
cases only, such as very severe diphtheria or 
searlet fever, pneumonia or cerebro-spinal 

reningitis. 

4. The intraperitoneal method is largely used 
as a substitute for the intravenous in young 
infants. It does not cause the same reaction 
and is seemingly quite safe and much easier to 
carry out. 

5. The intrathecal method is naturally only 
ealled for in meningeal conditions, more 
especially in cerebrospinal meningitis. One 
would, I feel, be well justified in trying it with 
the new serum of Felton in the pneumococcic 
form of the disease. 


INDICATIONS FOR THE USE OF SERUM 


All serum therapy is more efficient the 
earlier in the disease it is used, though in some 
of the infections its efficacy is lost more rapidly 
than in others. 

In what infectious diseases and when are we, 
in the present state’of our knowledge, justified 
in using serum? 


DIPHTHERIA 


Diphtheria stands at the top of the list, and 
the giving of serum is so firmly established as 
the proper treatment that to omit its use would 
and does constitute criminal negligence. By its 
use the mortality has been lowered from above 
50 per cent to about 10 per cent, and this 10 
per cent could be wiped out by early diagnosis 
and treatment. 

The intramuscular route is that ordinarily 
ealled for, with the intravenous reserved for 
late and severe cases. The quantities to be 
given are difficult to suggest in a paper. We 
seldom find the need of more than 20,000 units, 
while most of the cases seen in the first two 
days recover rapidly on a dosage of 10,000 
intramuscularly. One should aim at giving the 
total quantity necessary at the outset and 
proof of its sufficiency will usually be evident 
in twenty-four hours. We still have at the 
Aiexandra Hospital a yearly mortality of 8 
per cent, but this could be obliterated by 
earlier diagnosis. 
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Case of well marked diphtheria from the Alexandra 
Hospital, given antitoxin intramuscularly, with typical 
chart showing effect of serum. 

Prophylactically, for those exposed, a dose 
of 1,000 units is sufficient ordinarily to guard 
against the infection for from two to three 
weeks. Diphtheria is largely, at least in big 
cities, a disease of childhood and the immuniz- 
ing of all adults exposed, unless those con- 
tinuing in intimate contact with the ease, is 
usually unnecessary. But all young children 
exposed should be protected. 

Better still is the so-called permanent im- 
munization. When first introduced a toxin- 
antitoxin solution was used, but this has many 
disadvantages, which are nearly all obviated 
by the more recent method of using detoxicated 
toxin, ordinarily known as anatoxin or toxoid. 
Within the last few weeks a report from Dr. 
and Mrs. Dick® has confirmed this very clearly, 
and when given in three doses at three weeks’ 
interval, as usually advised, it gives almost 
complete satisfaction, as is proved by the 
Schick test. Before immunizing adults this 
test should be resorted to, but as practically 
all children from six months to ten years are 
susceptible it may be dispensed with in their 
case. 
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ScaRLET FEVER 

Thanks to Dochez and the Dicks, serum 
therapy has taken most of the dread out of 
scarlet fever. Its effect is similar to that of the 
antitoxin in diphtheria, but there is not the 
same urgent need to use it in every case, and 
one should exercise judgment in its administra- 
tion. Ordinarily, it is given intramuscularly, 
but the same rules apply as in diphtheria. Its 
efficacy diminishes rapidly and it is not of much 
value after about the fifth day of the disease. 
Prophylactieally, it acts as does the diphtheria 
antitoxin, protecting against exposure for about 
two to three weeks. Here, again, its use in the 
protection of adults exposed is a very debatable 
necessity ; moreover, if the adult subsequently 
develops a severe form of scarlet fever one is 
seriously handicapped. In determining the 
necessity for this use of a prophylactic dose of 
scarlet fever antitoxin we must take into con- 
sideration the characteristics of the disease as at 
present manifest. Its infectivity is not very 
great—not comparable with that of measles— 
and it nearly always spreads by direct contact 
and by means of secretions from the mouth and 
nose. Consequently, in determining the need for 
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Case of well marked scarlet fever from the 
Alexandra Hospital, showing the typical result of anti- 
toxin treatment. 
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giving protection, one must consider the degree 
of contact. The wholesale giving of a prophy- 
lactic dose to school children because one child 
in the school gets scarlet. fever is not justified ; 
in each case the degree of contact should deter- 
mine the question. I must dissent from the 
view that if it does no good it can do no harm; 
the child is certainly worse off the next time it 
needs serum. 

At the Alexandra Hospital all nurses on first 
going on duty in the wards, unless they are 
‘*‘Schick- and ‘‘Dick-negative,’’ are given the 
opportunity of taking a prophylactie dose of 
both sera and most do so. Very rarely indeed 
does one develop diphtheria, and we think that 
fewer than formerly develop scarlet fever, al- 
though last year twelve took the disease and 
all had been inoculated. The attitude of the 
hospital staff is that the protection given al- 
lows the nurse time to learn her technique, 
and gives her a sense of comparative security, 
which is, after all, perhaps more comforting 
than real. 

Attempts have been made to produce a toxin- 
antitoxin for searlet fever, comparable to tiat 
of diphtheria, but up to the present the results 
have not been such as to recommend its use. 
My own experience has been that it is very 
upsetting at times, and that the amount of 
protection is very uncertain. 


ERYSIPELAS 


The remarkable results obtained at Bellevue 
Hospital and elsewhere in the treatment of 
erysipelas by the use of antistreptococcic serum, 
as developed by Birkhaug, have unfortunately 
not been equalled in our experience in Mont- 
real, and we have not felt justified at the 
Alexandra Hospital in continuing the expense 
incurred. The disease is so variable and so 
difficult in which to estimate the results ot 
treatment that we are still of an open mind, 
but we feel that serum therapy is the only 
therapeutic of any promise. The 
method advised is the intramuscular, in most 
reserving the intravenous, which 
gives very severe reactions, for those that are 
very ill. The serum should be given in rather 


measure 


instanees, 


iarge doses (such as 25 ¢.c.) every twenty-four 
hours until convalescence is established. 
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PNEUMONIA 


For several years now it has been recognized 
that in lobar pneumonia due to the type I organ- 
ism specific serum has been of much, value, but 
the recently produced concentrated serum for 
type I and type II, as developed by Felton at 
Harvard, is so far in advance of any other meas- 
ure, and has produced such definite results, that 
the outlook in pneumonia is greatly brightened. 
Our. results in the Montreal General Hospital 
have been in complete accord with the remark- 
able figures presented last November by Dr. 
3ullowa® and his co-workers in New York. As 
they point out, this serum is not an antitoxin but 
is anti-bacterial and specific for the individual 
organism. Its potency, as in the ease of sera, de- 
pends on the reaction of the individual horse and 
the nature of the antigen. Its polyvalence de- 
pends on the number of antigens used. The 
method as advised and earried out by them has 
been followed in this hospital. Immediately 
on admission (unless serum is contraindicated by 
the patient’s susceptibility) 10,000 units of type 
I serum and also 10,000 of type II serum are 
given intravenously, blood first being taken for 
typing. Sputum if obtainable is also immedi- 
ately to be typed. Once the type is established, 
if either I or II, that particular one alone is 
combated. Doses of 10,000 units are continued 
every eight hours till the temperature falls below 
102°. The present sera are not efficient in types 
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Case of severe lobar pneumonia from the Montreal 
General Hospital, second day of disease; given serum, 
with typical results. The physical signs progressed as 
usual. 
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III and IV, but, as they are remarkably free 
from ill effects, they should be given until it is 
established that they are not effective. 

Researches now being carried on in New York 
give promise of a polyvalent serum for type IV 
in the not very distant future, and even type III 
may yet be made to yield. As in all other 
serum treatment the value is greater the earlier 
the case comes under treatment, but even some 
late and desperate cases seem to have been bene- 
fited by massive dosage. 


MENINGITIS 


Cerebro-spinal meningitis is another of the in- 
fections in which the use of serum has changed 
the whole prognosis. Here, again, we deal with 
a group organism, and, again, a specific mono- 
valent serum is to be preferred, but the more 
recent polyvalent serum is very potent when 
used early and efficiently. At the onset of 
treatment the serum should be given both intra- 
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Case of cerebro-spinal meningitis from the Montreal 
General Hospital. The patient was unconscious and very 
ill on admission. Typical result from serum. 
venously and intrathecally, more fluid being 
drawn off by lumbar puncture than the quantity 
of serum introduced, (usually one gives 30 ¢.c.) 
A s:cond intraspinal injection may be given in 
twelve hours, and subsequently two or three at 
twenty-four hour intervals. By this time it is 
obvious whether the serum is beneficial or other- 
wise. If beneficial, probably enough has been 
given; if of no benefit obviously it should be 
discontinued. 

Serum is an irritant to the lining of the spinal 
canal and this would tend to keep up the symp- 
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toms and cellular content, so that after three or 


four days lumbar puncture, to relieve pressure, 
without injection of serum is likely to give better 
results. 


TETANUS 

The value of tetanus antitoxin has been firmly 
established for many years, and experience in 
the late war only confirmed its efficiency. As 
a prophylactie it ranks with diphtheria antitoxin 
as an absolutely specific means of prevention 
when. properly administered. Recognizing the 
course of the disease and that sera are -quickly 
eliminated from the human body, we must bear 
in mind that a single dose of tetanus antitoxin 
confers a passive immunity of brief duration 
only, and that it is usually necessary to prolong 
the protection by several injections at weekly 
intervals. The site of the injection is of im- 
portance in this disease in contraindication to 
what pertains in most other diseases. The serum 
should be injected in the neighbourhood of the 
wound. 

Unlike most sera that of tetanus is not of 
nearly so much value once the disease is estab- 
lished, but early and very energetic treatment 
may be of avail. We cannot do better than 
quote the advice of the War Office Committee, 
that ‘‘in acute general tetanus the best method 
of treatment lies in the earliest possible ad- 
ministration of a large dose of antitoxie serum 
by the intrathecal route, repeated on the fol- 
lowing day, combined with and followed on 
succeeding days by subcutaneous and _ intra- 
muscular injections. ’’ 


POLIOMYELITIS ! 

In acute poliomyelitis convalescent serum 
has become firmly established as a successful 
method of treatment when made use of in the 
pre-paralytic stage. The satisfactory results 
obtained in the Winnipeg epidemic have been 
fully confirmed in Montreal this year, and it 
consequently behooves us all to be very alert 
to recognize the disease in its earliest stages. 
Unfortunately, so far, it has been impossible to 
produce the serum on a commercial basis, and 
we are dependent on the willingness of those 
who have been maimed to furnish a supply. 
This results in many disadvantages and diffi- 
culty in standardization, but usually the 
method of choice is to give 25 ¢.e. of the serum 
intramuscularly, repeating it in twenty-four 
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hours if necessary, reserving the intravenous or 
intrathecal methods for the more serious and 
later-recognized cases. 


CHART V 


Rig tyr tet aise 
1 4 3 aT Tg se. moigs 


t 


dan at 


aMe 
‘Even ba Pr tT ha 4. vy 


dood Chems 

pod Weir 
Pheod We surr iy 

od Abed f 


Ty ehh ve yetitrs SL 


iE 


Case of acute poliomyelitis from the Montreal 
General Hospital, admitted as meningitis, but which 
proved to be well defined poliomyelitis in the pre- 
paralytic stage; given convalescent serum intramuscular- 
ly with the typical result. 


A few diseases of lesser interest in this 


country yield satisfactorily to serum therapy, 
among the most striking being botulism, snake- 
bite, and bacillary dysentery. 


SUNDRY OTHER INFECTIONS 


Recently a serum has been prepared for 
measles, mainly for prophylactic use, but it is 
too early to estimate its true value. That it 
should be possible to obtain one is indicated by 
the satisfactory results obtained from the use 
of serum from patients convalescing from the 
disease. The time when convalescent serum is 
most potent is apparently the week after the 
temperature comes down to normal and the 
rash fades out; it appears to lose its antitoxic 
value fairly rapidly, although some favourable 
reports have been published on the use of 
massive doses of adult whole blood years after 
the disease. Convalescent serum, of course, 
varies greatly in its potency and there is no 
way of judging beforehand how efficient it is, 
but our results at the Alexandra Hospital have 
been quite encouraging. 


The great field for measles serum is as a pro- - 


phylactic for infants and young children in 


whom the disease is often so serious. By pro- 
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tecting the child against the disease until he is 
five years old one removes most of the dread 
and danger associated therewith. 

Antistreptocoeccic serum is used quite exten- 
sively in surgical conditions, but it is hard to 
estimate its value, for it is used mainly in 
desperate cases and as an accessory part of the 
treatment. One thing is certain, we do not get 
the same dramatic results that we see from the 
use of the antistreptococciec serum in scarlet 
fever. 

The treatment of hay-fever, of rabies, and the 
use of tuberculin in tuberculosis, are subjects 
which lie beyond the scope of this paper, for 
like many other diseases capable of benefit by 
injections of one kind or another they do not 
fall into either of the two groups under con- 
sideration. 

In conclusion, let me remind you of the basis 
on which we must. judge the prophylactic value 
of any vaccine or serum: (1) the risk of infee- 
tion and the consequences if infection occurs; 
(2) the risk or disability attaching to the pro- 
phylactic treatment itself; (3) the efficacy and 
duration of the immunity set up. In appraising 
the curative value of serum in any particular 
disease I feel that to be really efficient it should 
closely approximate the results obtained in diph- 
theria, which may be looked upon as our stand- 
ard, and any serum which must needs be given 
several times over a week or more before pro- 
ducing results is a much more doubtful thera- 
peutie agent. 
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WATSON: STERILITY IN THE FEMALE 


AND TREATMENT 


By M. C. Watson, M.B., 


Toronto 


URING the past decade more than 500 

articles have appeared in the literature on 
the diagnosis and treatment of sterility. It is 
the purpose of this paper to correlate the 
opinions and the results of investigations and 
treatment which have been expressed in the more 
recent papers. 

It is difficult, even in the most comprehensive 
classification, to include all types and causes of 
sterility. Indeed, no other single function of 
the human body is affected so generally by sys- 
temic and local conditions alike. In many cases 


the reason for the infertility of the patient will 
be made apparent from a careful history or a 
very superficial examination ; in others, a search- 
ing subjective and physical examination leaves 
one at a loss to determine an exact cause. In 
this paper an effort has been made to classify 


the various types; firstly, under seven main 
physiological headings pertaining to the func- 
tions necessary to the production and the healthy 
union of the ova and sperm, with a satisfactory 
implantation of the ovum in the uterus; sec- 
ondly, a subdivision into apparent and obscure 
faults which may be attributed to male or female 
under each physiological heading. 


CAUSES OF STERILITY 


I. Defectiwe production of spermatozoa. 
Apparent causes: 
Undescended testicles, 
Testicular underdevelopment, 
Testicular atrophy. 


Obscure causes: 
Underfunction: 
Sexual excesses, 
Endocrine failure, 
Constitutional states. 


II. Obstruction or hostility in the male passages. 
Apparent causes: 
Urethral stricture. 
Obscure causes: 
Obstruction in the epididymis, 
Hostility of the prostatic secretions: 
Acidity, 
Viscosity, 
Infections. 


* Read at the Academy of Medicine, Toronto, Feb- 
ruary 6, 1930, before the Section of Obstetrics and 
Gynecology. 


III. Faults in delivery and reception. 
Apparent (intercourse lacking) : 
Male; 


Malformations, 
Impotence. 


Female; 
Malformation, 
Dyspareunia, 
Vaginismus. 
Obseure (cervical insemination lacking) : 
Male; 
Premature ejaculation, 
Hypospadias. 
Female; 
Malformations, 
Abnormal pelvic mechanics, 
Cervical affections. 
IV. Tlostility to sperms in female passages. 
Vaginal fluid; 
Reaction, 
Infections. 


Cervical secretions; 
Quantity, 
Viscosity, 
Infection, 
Serological. 


V. Tubal occlusion. 

Apparent: 
Bilateral disease of tubes. 

Obscure: 
Developmental defect, 
Inflammatory damage, 
Angulation—muscular spasm, 
Adhesions over 0s, 
Endometriosis. 


VI. Defective ovulation. 
Ovarian underdevelopment or atrophy, 
Ovarian dysfunction, 
Peri-ovarian adhesions, 
Thickened tunica albuginea, 
Cysts, 
Persistent corpora lutea, 
Constitutional states. 


Endocrine dyscrasia. 

Individual glands: 
Thyroid, 
Pituitary, 

Ovaries, 
Testes. 

Combined gland group: 
Infantilism, 
Neuter type, 
Pseudo-male. 


VIII. Relatwe infertility. 
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It is the usual experience of the physician 
that women are the first to seek advice in the 
ease of sterile marriages. In some eases the pa- 
tient will present herself with other complaints 
hoping that the treatment for such conditions 
will relieve her of the handicap with which she 
hesitates to acquaint even her physician. 


The first step in the diagnosis, then, is a care- 
ful history and physical examination, including 
a bimanual, in the search for apparent faults. 
From the history one’s attention will be drawn 
to: (1) constitutional states resulting from ab- 
normal general development; (2) poor general 
health; (3) lack of rest; (4) overfeeding; (5) 
sexual over-indulgence; (6) tobaeeo and aleco- 
holism ; and (7) to such local troubles as vaginis- 
mus, dyspareunia, impotence, and evidences of 
gross pelvic disease, exemplified by the three 
cardinal gynecological symptoms of pain, hem- 
orrhage and discharge. 

It is impossible here to enumerate and discuss 
all the systemic diseases and general conditions 
which may influence fertility. One must, how- 
ever, keep in mind that poor general health, no 
matter from what cause, is always a factor to 
be considered in eases of sterility. 

The most. common deviations from the gen- 
eral habitus encountered in endocrine disturb- 
anees are: the long limbed eunuchoid woman; 
the florid hirsute, hoarse-voiced masculine one; 
and the short, obese, dull-complexioned, scanty- 
haired female. 

In infantilism Frank recognizes the following 
abnormalities: high symphysis, a narrow supra- 
pubie arch, slender pubie rami, undue promi- 
nence of the vestibular area, thickness and 
rigidity of the perineum, short or undeveloped 
vaginal fornices, a small portio, a long and 
narrow supra-vaginal cervical segment, and 
short inelastic sacro-uterine ligaments. He de- 
seribes these women as attractive, vivacious, and 
neurasthenie. 

The neuter type are recognized by insufficient, 
development of the secondary sex characteristics. 
The internal genital tract may be perfectly 
normal in the pseudo-male. The signs most in 
evidence are the heavy-boned pelvis, the pro- 
jecting sacral promontory, the male distribution 
of the pubic hair, coarse hair in beard, cyanosis 
of the labia, hypertrophy of the clitoris, and a 
retro-displacement of the entire vulva down- 
wards and backwards. Two such cases have 
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come to autopsy at the Toronto General Hospital 
recently and the most important common find- 
ing was a large adrenal tumour. 

Aside from the abnormalities in the genital 
tract associated with general development, we 
recognize a number of conditions due to ab- 
normal local development of the genital tract in 
an otherwise normal individual. These condi- 
tions, which are readily detected by bimanual 
examination, are vaginal septa; imperforate 
hymen; absence of vagina, cervix and uterus; 
various malformations of the uterus and tubes; 
cysts and tumours of the ovaries. Gross disease - 
of the pelvic organs is readily recognized and 
will be discussed with minor mechanical defects 
under special methods of examination. 

A summary of the findings in this initial ex- 
amination will determine whether it is neces- 
sary to carry the investigation further or to 
deal finally with the case at this point. In pro- 
ceeding, it is here that the investigation must 
be transferred to the male partner. The prob- 
lem of sterility in the male will not be con- 
sidered in this paper. 

It will be apparent from the classification that 
a Single examination of a collected sample of 
semen for living spermatozoa is not sufficient. 
We are concerned not only with the ability of 
the individual to produce numerous well-formed, 
healthy spermatozoa, but. also with his ability 
to deposit them on the cervix uteri. The most 
satisfactory single diagnostic procedure is to ex- 
amine the cervical mucus for healthy sperma- 
tozoa following intercourse. The concentration 
of sperm in the cervical mucus is relative to 
the possibilities of a pregnancy. Failing a posi- 
tive result from this examination, a thorough 
investigation of the male, including special ex- 
amination of semen for reaction, size, form, 
number, and activity of the spermatozoa is neces- 
sary before proceeding to solve the more ob- 
secure problems in connection with the female 
partner. 

Special investigation of the female genital tract 
necessarily begins with the vagina. The chemical 
reaction of the vaginal fluid is found to be almost 
constantly acid and has been proved to be par- 
ticularly deadly to spermatozoa. Numerous in- 
vestigators have been unable to find living 
spermatozoa in the vagina after one hour and 
practically never three hours after coitus. It 
has been claimed by some that this constant 
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acidity plavs an important part in directing the 
sperm into the cervical os. At any rate, the 
ideal anatomical relations are such as permit 
lirect cervical insemination, whereby some 
spermatozoa reach the alkaline cervical mucus 
and avoid the vaginal environment altogether. 
A profuse, viscous, or purulent cervical secre- 
tion may seriously interfere with the passage of 
sperm, particularly where the cervical canal is 
altered by laceration from previous child-birth 
or the presence of numerous Nabothian follicles. 
In many multipare, however, pregnancy occurs 
despite the most extreme barriers of this nature. 
Here again the most conclusive evidence is the 
presence or absence of active spermatozoa in the 
cervical mucus following intercourse. 

In eases where a positive result is obtained 
from this test investigation is carried on to the 
uterus, tubes and ovaries. Exploration of the 
uterus by dilatation and curettage, until a few 
years ago, was probably the most common pro- 
cedure adopted. As a diagnostic aid it is of 
no value and it should only be undertaken as a 
therapeutic measure after the tubes are known 
to be normal. Inflation of the tubes by gas 
was first introduced by Rubin in 1919. It has 
proved to be a diagnostic measure of the first 
importance, and with modern simplified ap- 
paratus it can be applied in the surgery under 
no anesthesia without any great discomfort to 
the patient. Retroversions should be corrected, 
to relieve angulation of the tubes, and the 
operation is best undertaken between periods, 
when no bleeding is present, in order to avoid 
the risk of air embolism. Under anaesthesia, 
when the patient is unable to inform one of 
symptoms it is not safe to raise the pressure 
above 180 mm. Hg., whereas a pressure of 250 
mm. may be safely reached without anaesthesia. 
Patency is diagnosed by falling pressure in the 
manometer, auscultation over the Fallopian end 
for passage of gas, and the difference in the 
percussion note in the suprapubic area. 

Roentgenological vizualization of the lumen 
of uterus and tubes by their injection with 
opaque bodies reveals important information 
in many eases, as is shown by published results 
from British, Continental, and American clinics. 
Compared to gas inflation it is a costly and 
complicated procedure, and where the tubes 
are patent to the gas test it is of no further 
value. When tubal occlusion has already been 
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diagnosed, it of course offers the best hope of 
localizing the site. Tubal spasm (?) has been 
diagnosed by this method and relief has been 
observed from the administration of anti- 
spasmodies. 

The conditions inthe ovaries which may be 
expected to hinder production and exit of ova 
are: faulty development; thickened tunica al- 
buginea; cysts in one or both ovaries; veils of 
peritoneum shutting the ovaries off from the 
peritoneal cavity; and tubo-ovarian disease 
with adhesions. Small ovarian cysts of both 
ovaries are almost certainly associated with 
sterility, whether there be  follicle-bearing 
tissue or not. This is possibly due to the 
effects of pressure on the developing ova. 
Persistence of a corpus luteum is considered a 
possible source of sterility (70 per cent in 
cattle). Laparotomy is the only exact measure 
of examining the ovaries. It is quite justifi- 
able when the tubes are found to be closed and 
in all cases of palpable tubo-ovarian enlarge- 
ments. Because of the possible therapeutic 
effect of inflation in 


eases where tubes are 


patent laparotomy should be postponed until 


6 to 9 months have elapsed, and often until 
after a second inflation. 

In the absence of apparent signs of endocrine 
disturbances there are few diagnostic pro- 
cedures that will materially help us to de- 
termine definitely which of the glands are 
hyper- or hypo-active. In eases of sterility the 
thyroid is the worst individual offender and 
sterility is very commonly associated with 
hypothyroidism. The basal metabolic rate 
affords an accurate check on the thyroid and 
a minus reading of any degree should be re- 
garded as a case of hypo-activity. No new 
evidence is necessary to prove that hypo- 
function of the thyroid is a causative factor in 
habitual abortion. Van Wyck has observed 
and successfully treated a small series of cases 
by restoring the metabolic rate to normal with 
thyroid medication and hygienic measures. 
From this evidence we might safely presume 
that in many eases the fertilized ovum may be 
absorbed by the endometrium before it is 
sufficiently developed to alter the menstrual 
cycle. 

The efficiency or overactivity of the pituitary 
is ascertained through the sugar tolerance test, 
the metabolism rate, and specific dynamic 
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nitrogen assimilation. Determination of eal- 
cium and phosphorus in the blood is a definite 
guide to parathyroid action. These procedures 
as yet have little bearing in relation to the 
diagnosis. 

Estimation of the quantity of female sex 
hormone is a recent valuable advance made by 
Frank and Goldberger. By this test they claim 
to be able to rule out ovarian function as a 
factor by finding the amount of the circulating 
hormone adequate. They have accordingly 
divided cases of sterility in the female into two 
groups: those with a normal sex cycle, in whom 
other factors besides the ovarian must be con- 
sidered, and those with a depressed function in 
whom the ovary is at least partly at fault. The 
principle involved in the interferometric test- 
ing of the patient’s serum is based upon the 
fact that if a gland is diseased the body will 
produce antibodies or materials to counteract 
the abnormal products. If this serum be in- 
cubated with a portion of normal gland it will 
digest a certain portion of the gland in a cer- 
tain time, whereas normal serum does not 
affect the gland. This test has been largely 
used in the diagnosis of endocrine states. Con- 
siderable original work remains to be done 
before it can be universally used with any 
satisfaction. 


Relative infertility is a term applied to cases 
where no pregnancies result in a union over a 
period of years in which the cause is primarily 
a feature of the sex cells themselves, rather 
than the results of conditions in the genital 
passages. Frequently unions are found to be- 
come fruitful after periods as long as 10 to 15 
years, and in many eases the fertility of both 
male and female has been proved in cases of 
re-marriages. Special examination of the 
semen for concentration, size, shape and 
activity of the spermatozoa is indicated in such 
a circumstance. 


It is extremely important to recognize the 
conditions in which sterility is incurable. In 
these cases it is much better that both husband 
and wife should know and accept the truth 
than that they should continue in a state of 


alternating hope and disappointment. The 
successful treatment of sterility confers greater 
happiness on the people concerned than do the 
results of any other medical or surgical achieve- 
ments. 
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TREATMENT 


In considering methods of treatment we must 
again emphasize the object in view, that. is, to 
promote the union and reception in utero of a 
healthy sperm cell with an ovum capable of 
normal development. Vaginismus and dys- 
pareunia are two common barriers to reception. 
In the first case the nervous element has to be 
overcome by diplomatic reasoning and sedative 
measures, together with plastic operations for 
relief of dyspareunia, such as enlarging the 
vaginal orifice or correcting faulty mechanics 
in the pelvis. Alkaline douches, in the form of 
sodium bicarbonate solutions have been recom- 
mended to obviate vaginal acidity. The reason- 
ing may be doubted, but the treatment is 
efficacious, as it has the added value of re- 
moving a viscid mucous collection from the 
cervix, which probably accounts for the per- 
centage of success which follows its use. 

Dilatation of the cervix is a justifiable pro- 
cedure in cases of so-called pin-hole cervix with 
a small uterus, and indeed as an empirical 
measure in cases where other methods have 
failed. 

Rubin claims 10 per cent of cures from tubal 
inflation as a therapeutic measure in normal 
cases. It is advisable to repeat this simple opera- 
tion before subjecting the patient to a more seri- 
ous one without definite indications. Forsdike, 
in a series of 67 lipiodol injections, reported the 
tubes closed in 26 and patent in 41. Of these 
41, 14 became pregnant after the treatment. 
Retroversion, particularly where the vaginal 
portion of the cervix is unusually long, should 
be corrected either by wearing a proper support 
or by suspension. Plastic operations on the 
tubes and ovaries have met with doubtful results. 
Schmitz, of Chicago, reports seven salpingos- 
tomies and three tubal resections with induction 
into the uterine horn. Controls after operation 
with tubal inflation were positive in only four 
and no pregnancies were reported at the time 
of his writing. Combined statistics from other 
clinics show 31 pregnancies following 371 sal- 
pingostomies. The difficulty is to keep the 
lumen patent. 

Ovarian grafting, with the surgical deposi- 
tion of active ovarian tissue from one woman to 
another, has been carried out, and resulting 
pregnancies reported by Polk, Morris, Frank, 
Dudley, Barnbridge, Sippel, Estes, Gilbert and 
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others. Sippel obtained three subsequent preg- 
nancies by ovarian transplants to a woman be- 
lieved to have inactive ovaries. Endocrine 
therapy on the whole has been most unsatisfac- 
tory, and one hesitates to discuss this aspect of 
therapeutics trom any standpoint on account of 
the suspicion which is at once aroused. The 
ancient indiscriminate shot-gun prescription of 
so-called useful drugs has been absolutely over- 
shadowed by the scientifically unjustifiable pre- 
scribing of literally tons of internal gland ex- 
tracts. In considering these cases, one must 
remember that by rendering these people sterile 
Nature has saved the world from innumerable 
handicapped offspring. Their affection has ex- 
isted from birth or the time of puberty, and one 
must not expect results from a.few months’ 
therapy, to overcome a developmental condition 
that has been in progress for years. In those 
cases of hypothyroidism which we are fortunate 
enough to help by the administration of small 
doses of thyroid extract, one cannot assure them 
that. their children will not be the victims of 
endocrine disturbances. Thyroid extract, com- 
bined with a reducing diet where necessary, is 


to date the only successful endocrine therapy, 
and it only holds in eases of slight thyroid de- 


ficiency. The hydrosoluble ovarian substance 
has been recommended where the sterility can 
be attributed to simple hypofunction of the 
ovary. 

Where the individual suffers from the de- 
mands of soeiety her activities should be cur- 
tailed and her general health enhanced by more 
sleep and plain diet. In all cases of lowered 
health, and where surgical procedures have been 
carried out, strict attention should be given to 
dietetic and hygienic measures. 


SUMMARY 


1. The intelligent management of sterility 
demands as a routine, in addition to gyneco- 
logical and urological investigation, a compre- 
hensive survey of constitutional states. 

2. Males should undoubtedly be held more 
responsible for the occurrence of sterility than 
has been our habit in the past. (Males are 
found sterile in 26 per cent of recorded cases). 
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3. Restoring the metabolic rate to normal by 
thyroid medication and hygienic measures in 
many cases improves menstruation, permits 
conception, and prevents interruption of preg- 
nancy. 

4. A more complete understanding of the re- 
lationship between the endocrine glands is 
necessary before a satisfactory therapeutic 
measure can be evolved. 


5. Mechanical causes of sterility, when ac- 
curately diagnosed, offer the best hopes for 
cure. 


6. Repeated inflations with CO, are regarded 
as a sound therapeutic procedure; 83 per cent 
of successes follow operations in the first two 
weeks after menstruation (59 cases, one month 
after. Rubin). 


7. Common errors in diet to be corrected are 
the relative insufficiency of proteins, mineral 
salts, and vitamines. Vitamin E exists in 
sufficient quantities in ordinary diet. 

8. Constitutional measures must be added to 
all other forms of therapy. 


9. Non-mechanical types of sterility are due 
to a general systemic or local form (in many 
cases a combination) of undevelopment of 
femininity. : 
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A STUDY OF THE CAUSE OF RIGHT-SIDED ABDOMINAL PAIN IN 
SO-CALLED CHRONIC APPENDICITIS 


A Review oF 1027 Cases 


By W. A. BigeLow, M.D., F.A.C.S., 


Bigelow Clinic, 


Brandon 


WE wish it' to be understood that this report 

deals only with selected cases of right- 
sided abdominal pain in which all other factors 
producing pain were excluded, except that con- 
dition commonly diagnosed as chronic appendi- 
citis. All acute lesions were absolutely disregard- 
ed. There has been much in reéent literature 
concerning the failure to obtain operative relief 
of right-sided pain in so-called chronic appendi- 
citis. It can be demonstrated that in order to 


produce this right-sided pain there must be fixa- 
tion of the appendix or its mesentery to the 


parietal peritoneum directly or indirectly 
through the medium of bands or membranes. 
Similarly, this right-sided abdominal pain may 
be produced by bands or membranes existing be- 
tween the parietal peritoneum, the cecum, as- 
cending colon or the terminal ileum whenever 
the fixation is capable of producing tension. 
This fact was first borne in upon us some seven- 
teen years ago. At that time we were doing 
many of our abdominal operations under local 
anesthesia. Before injecting the mesentery it 
was found that pulling or pinching the appendix 
or its mesentery did not produce right-sided 
pain, but was followed, in from one to three 
minutes, by severe abdominal cramps, or belly- 
ache, characteristic of acute appendicitis. Trac- 
tion, however, on bands or membranes attached 
to the parietal peritoneum, did produce the 
right-sided pain complained of. The patient 
would exclaim ‘‘That is the pain I have been 
troubled with.’’ 

This observation, repeatedly made, became the 
basis for the type of operation we have adopted 
in dealing with this class of case. The marked 
success attending this operation, namely, the 
thorough removal of bands and membranes, as 
compared with the partial success attained by 


the ordinary simple appendectomy, has been 
manifest to us for many years, but we have 
refrained from publishing our results until a 
large series of cases had accumulated such as 
would be interesting to those who are sceptical 
about this procedure. 

The present communication covers a series of 
1,027 operations for this chronic right-sided ab- 
dominal pain extending back over the last 16 
years. Of these cases 107 had been previously 
operated upon for the removal of a chronic ap- 
pendix, without relief from pain. 

The pre-operative diagnosis was, in every case, 
either bands of the ceeum, or ascending colon, 
or terminal ileum, or some combination of these. 
In every ease the bands were demonstrated defi- 
nitely under the fluorosecope by means of the 
barium enema. No cases of appendicitis are in- 
cluded. The value of this method of examination 
has been repeatedly emphasized by Dr. Carter’ 
of this clinic in this and other journals. The 
fluoroscopic findings are definite and unmistak- 
able, but may be easily missed if a barium meal 
only is employed or diagnosis is made from the 
films alone. Fluoroscopie observation of the 
entering barium enema is absolutely essential. 

In sending out the questionnaire, which 
forms the basis of this report, but one question 
was asked: ‘‘Are you completely relieved from 
your right-sided pain, since your operation for 
removal of bands?’’ It was to be expected 
that during a period of 16 years many patients 
would be lost sight of, and up to the present 
date, although responses are yet drifting in, we 
have received 520 replies. The great majority 
of the other letters were returned unopened. 

In enumerating those reporting favourable 
results we included only those who stated un- 
equivoeally that the pain for which they were 
operated was completely gone. Out of the 529, 
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489 replied that they were completely cured— 
a gratifying success of 93 per cent. 

We feel sure that we are reporting a pro- 
cedure that should be given a fair trial by 
surgeons elsewhere. Of the 31 who did not 
report a cure, 10 were greatly improved, 9 im- 
proved, and 12 were absolutely no better. 

In the 1,027 band operations there were two 
deaths. One died on the 15th day from a pul- 
monary embolus after getting out of bed. The 
second death was due to suppurative periton- 
itis. We were more careful with our technique 
in disinfecting and drying our operative intes- 
tinal area after this fatality. 

Of the 107 cases which had previously had 
appendectomy done for this right-sided ab- 
dominal pain, with a diagnosis of chronic ap- 
pendicitis, only 83 responded to our question- 
naire. Out of these 83 cases, 94 per cent stated 
they had obtained complete relief by the re- 
moval of the bands. 

The operation employed will be described in 
detail. A high McBurney incision is made. In 
many cases the transversalis and internal 
oblique muscles are cut across, in extending 
the incision sufficiently high to cover the whole 
ascending colon. 

A very thorough and complete removal is 
made of all bands and membranes covering 
the region of bowel involved. The appendix, 
if present, is removed. Emphasis must be laid 
upon the thorough nature of the rémoval. 
Care must be exercised that no strings or tags 
are left attached to the bowel. All must be 
cut off closely. Minute bleeding points are 
tied with 00 catgut, plain, cut off very short. 
After removal of the bands hot compresses of 
1 in 10,000 bichloride are applied to the freshly 
denuded peritoneal surfaces. One reason for 
this antiseptic measure is that 12 years ago Dr. 


THALLIUM ACETATE IN RINGWORM OF THE SCALP.— 
G. H. Percival describes a series of 50 cases of ringworm 
of the scalp which were treated with thallium. A single 
dose of 8.5 mg. thallium acetate per kilo of body weight 
was given, and 10 per cent sulphur ointment was applied 
daily; after a good regrowth of hair had occurred the 
local treatment was suspended for three weeks, and the 
scalp was re-examined for signs of disease. Complete 
epilation occurred in every case in seventeen to twenty- 
two days; 96 per cent of cases were definitely cured, the 
average duration of treatment being 107 days, as com- 
pared with 135 days in the case of 50 successful x-ray 


Carter made a study of cultures taken from 
beneath these bands, and found colon bacilli 
growth in 68 per cent of cases. 

In some cases the bands consist of abnormal 
reflections of the parietal peritoneum to the 
cecum and ascending colon. The separation of 
these neecssarily leaves a defective peritoneal 
cavity in the posterior parietal wall. These sur- 
faces can be covered by the judicious placing of 
a few catgut sutures, uniting the free peritoneal 
edges along the base of the mesentery. 

The operative area of the bowel is thoroughly 
dried, and a very thin coating of sterile vaseline 
is applied over this by the gloved fingers. 

Post-operative treatment is very important. 
Eserine sulphate, gr. 1/100, t.i.d., is given the 
first. week. The patient is kept away from the 
right side position in the bed. A back rest is used 
from the third or fourth day. His position is fre- 
quently changed from the back to the left side. 
After the second day a full enema is given daily. 
Dry heat is, in most cases, kept constantly ap- 
plied to the right side of the abdomen for one 
week. The patient is kept in bed from fifteen 
to seventeen days. 


We are often asked by visiting surgeons: ‘‘Do 


these bands or membranes recur?’’ To this 


question we can only answer: 


First: That we have had the opportunity in 
many of these cases to open the abdomen after 
various periods for other surgical conditions, 
and have been gratified to note the absence of 
bands or slight degree of recurrence. 

Secondly: The results demonstrated by this 
study show that, clinically, the causal factor of 
the pain has not recurred in at least 93 per cent. 
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cases treated in Edinburgh during 1924. Mild toxie 
symptoms (muscular ‘‘pseudo-rheumatic’’ pains in the 
legs, lethargy, and slight headache) appeared in 44 per 
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and lasted two to nineteen days. The author stresses the 
importance of efficient local treatment during the period 
that the scalp is completely bald. Regrowth of hair 
occurred in twenty to thirty-four days in this series. 
The mode of action of the drug is still regarded as 
uncertain, and is not adequately explained by any endo- 
erine or vasomotor influence.—Brit. J. Derm. § Syph., 
59, Feb. 1930. 
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OF DISEASES OF THE NOSE AND THROAT AND 


THOSE OF THE NERVOUS SYSTEM* 


By Go_pwin W. How.anp, M.B., M.R.C.P., 


Toronto 


HIS very broad subject may be discussed 
from two different standpoints, namely, on 
the one hand, in the light of the fact that 
diseases of the nose and throat may prove to 
be the actual causes of nervous disease, and, 
on the other hand, that primary disease of the 
nervous system may exhibit symptoms entering 
the field occupied by the specialist in the ad- 
joining territory of the nose and throat. 

Classifications may therefore be based on the 
following subdivisions :— 

A. Diseases, primarily of the nose and throat, 
involving the nervous system secondarily. 

1. Organic diseases of the nose and throat, in- 
fections and new growths producing disease of 
the brain or its coverings, usually by extension. 

2. Organie diseases of the nose and throat, 
mainly infectious, producing nervous disease by 
blood infection or toxemia. 

3. Organic disease of the nose and throat pro- 
ducing functional nervous states reflexly. 

4. Organic disease of the nose and throat pro- 
ducing functional nervous disease by toxic ab- 
sorption. 

5. Organic disease of the nose and throat pro- 
ducing functional nervous disease by emotional 
strain. 

B. Primary nervous diseases involving sec- 
ondarily the field of the nose and throat. 

1. Functional nervous disease associated with 
nose and throat localization. 

2. Organie nervous diseases producing symp- 
toms in the nose and throat by involvement of 
nerve centres or peripheral connections related 
to the nose or throat functions. 

These groups will be dealt with seriatim. 


Al. ORGANIC DISEASES OF THE NOSE AND THROAT, 
INFECTIONS AND NEw GROWTHS PRODUCING 
DISEASE OF THE BRAIN oR ITS MEM- 
BRANES, USUALLY BY EXTENSION 


Sinus thrombosis, 


meningitis, and brain 


*Read before the Section of Oto-Laryngology, 
Academy of Medicine, Toronto, November 18, 1929. 


abscess form the most serious complications 
that meet the specialist, and it is advisable to 
discuss the three conditions in due relation to 
the sources from which they originate. 


Frontal sinusitis is one of the most frequent 
causes leading to meningitis and brain abscess, 
the association with a local inflammation of 
the para-nasal sinus being of little importance. 
Meningitis and abscess frequently associated 
with orbital phlegmon are very common and 
very serious. 

Meningitis may be early and first. in its ap- 
pearance, or it may be late, following the 
frontal abscess from which it usually arises. 
The signs are, as usual, headache, vomiting, 
and frequently some cranial nerve involvement, 
and later retraction of the head and the Kernig 
phenomenon. The spinal fluid shows a high 
polymorphonuclear count. 

Frontal abscess starts as an encephalitis. It 
gives rise to the usual signs of headache and 
vomiting and some mental disturbance, either 
irritability or somnolence of some degree, and, 
as the process spreads, one meets disturbance 
of the motor system, either in speech or in 
slight facial or brachial weakness, usually 
some affection of the leg. Mental signs may 
be absent. A high white blood count is com- 
mon, and convulsions practically prove the 
brain involvement. Loss of memory, change of 
disposition, loss of abdominal reflexes on the 
affected side, and loss of smell may occur. 
Optic neuritis is not usually present until after 
operation. When cerebral compression com- 
pletes the picture, the coma, which resembles 
sleep, appears so late that it is unlikely that 
operation would be successful. 

Ethmoidal disease may be classed with frontal 
disease as it likewise produces the same results, 
namely, meningitis and frontal abscess, and 
frequently is associated with frontal sinus 
disease. 

There are, however, many cases of non- 
specific origin which give signs of a localized 
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meningitis in the middle fossa, with great pain 
in the head, and paresis of the third and fourth 
and fifth cranial nerves, that are probably re- 
lated to infection from ethmoid, and which do 
not go to abscess. Sphenoidal diseases fre- 
quently cause cavernous sinus thrombosis, or 
basal meningitis. 

The third locus for the triad, meningitis, 
sinus infection and brain abscess, is the mastoid. 

Lateral sinus disease is so well known, with 
its fever, headache, chills, and involvement of 
the jugular vein, that it need only be men- 
tioned. Both from it directly and by extension 
from thrombophlebitis of the veins, or by bone 
necrosis and by direct infection, the meninges 
are involved or abscesses set up. It must be 
noted here, as also in the ease of frontal disease, 
that it is fairly common to see a serious 
meningitis or an aseptic meningitis set up, 
with the headache, head retraction, and positive 
Kernig sign, and also a spinal fluid, slightly 
turbid, with lymphocytes or polymorpho- 
nuclears, and to find that operation on the 
mastoid may relieve all the signs in a few 
hours following. The meningitis, once really 
established, is practically always fatal and in 
no way differs from meningitis elsewhere, the 
symptoms involving the nerves in the posterior 
fossa, but spreading forward to the middle 
fossa. 

Finally, brain abscess must be referred to, 
with its two sites, the cerebellum and the 
temporal lobe. The encephalitie and localizing 
signs of the latter are headache and vomiting, 
aphasia, word deafness, hemianopsia, crossed 
facial paralysis, a tendency to hemiplegia, 
dental pain, convulsions, dreamy states, and 
optie neuritis. 

While the well known cerebellar signs are 
asynergia, asthenia, ataxia, adiodikinesis, vesti- 
bular disturbances, and secondary cranial 
nerve signs from pressure, it must be noted 
that a secondary hydrocephalus may absolute- 
ly mask the symptom complex and mislead ihe 
specialist. 

The final locus is of great interest and 
rarity, namely, the retropharyngeal region. 
Absecesses arising here may invade the intra- 
cranial contents and passing along the brain 
stem forwards may cause infection, thrombos- 
ing the small vessels of the medulla, pons and 
midbrain, producing cranial nerve palsies and 
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also disturbance of the pyramidal tract. Head- 
ache is usually basal or occipital, and often of 
great severity; the patient may retain con- 
sciousness till late in the disease, and diagnosis 
may be difficult, especially if the abscess has 
been missed. 

New -growths may invade the brain cavity 
from the pharynx by direct extension and may 
be missed for some time. The deep-seated pain, 
without evident cause, may raise the suspicion 
of neurasthenia, and then as the growth enters 
the, base of the skull and causes involvement of 
the third, fourth, fifth or sympathetic nerves, 
its original source may be first realized. The 
sites of the new growth are usually the ethmoidal 
labryinth, the palatal process of the superior 
maxilla, and frequently the septum. 


2. ORGANIC DISEASES OF THE NOSE AND THROAT, 
MAINLY OF INFECTIOUS ORIGIN, PRODUCING 
NErRvoUS DISEASE BY BLOOD INFECTION 
or TOX2MIA 


This cause of nervous disease is of the greatest 
importance, as, either by well proved relation- 
ships or for theoretical reasons, a large group of 
diseases should be placed here. 

First, we have most of the infectious diseases, 
as scarlet fever, measles and influenza, and many 
others, in which we believe that a nasopharyn- 
geal location primarily occurs, and from this 
locus a blood infection carries the toxin or germ 
to the nervous system. Important nervous com- 
plications, such as localized encephalitis, follow 
these infections, with definite hemiplegias and 
other organic states as a result. 

Poliomyelitis acuta and, in all probability, 
sleeping sickness, have their original focus in the 
nose and throat, and this region of the body 
must, be accorded the palm as the originator of 
a vast amount of disease and the source of many 
destructive processes in far off parts of the body. 

A second type of case is the group supposedly 
related to infected tonsils, teeth, or sinusus. 
Chorea is the most prominent member of this 
class. Here the cerebral localization is at times 
apparently diffuse, but more usually determined 
to the basal nuclei. This disease may be classed 
as an encephalitic one in many ways. The most 
important question here is when to operate to 
remove diseased tonsils, and the same considera- 
tion applies as in the case of arthritis, neither 
to operate too soon nor to wait too long. 
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A third type of disease is illustrated by dis- 
seminated sclerosis, a much more common ail- 
ment than one would suppose. The etiology is 
debatable, but probably the choice lies between 
two different causes, namely, an anomaly in 
some fundamental growth or repair process in 
the nervous system, and a toxemia. The more 
recent studies in pernicious anemia with cord 
changes point to a similar relationship, namely, 
some basal failure in metabolism as the main 
cause, but where recovery under proper treat- 
ment is retarded by a toxic absorption from 
some outlying focus. 


3. ORGANIC DISEASE OF THE NOSE AND THROAT 
PropucinG FuNCTIONAL NERVOUS 
States REFLEXLY 


Again one is dealing with a very wide sub- 
ject, with the whole question of headaches of 
referred origin from frontal, ethmoidal and 
other locations. 

It is of great interest to see a patient who 
has had chronie lateral headache for years 
cured by some slight operation on the ethmoid 
region; to hear of a chronic pain in the jaw 
relieved by the extraction of an old foreign 
body from the external meatus; and pharyngeal 
and laryngeal disorders with their widespread 
reflex disturbances. Such a subject requires an 
entire paper to itself, so mention only of it 
will be made at this time. 


4. OrGANIC DISEASE OF THE NOSE AND THROAT 
PropucING FUNCTIONAL DISEASE OF THE 
NERVOUS SYSTEM BY Toxic ABSORPTION 


It is customary to divide the neuroses, and 
perhaps the psychoses, into those purely of 
emotional or psychical origin and those of toxic 
origin. 

An enormous variety of patients fall under 
this heading; all of those unfortunate asthenies, 
hysteroids and obsessionists, and the milder 
psychoties, maniac depressives or preecoxes, who 
unfortunately undergo defect in their assimila- 
tion of food, or, from other causes, become de- 
preciated in body strength. The world of 
surgical specialists in turn attacks these 
patients, each from’ his own standpoint, and 
from uterus to tonsil, they are deprived of 
their offending or non-offending organs. It is 
one of the gambles of medicine and surgery. 

At times one sees a very marked improve- 


[July 1930 


ment, either from the suggestion of operation 
or from its result, where some toxemia was 
present. To my mind, the functional disorders 
are usually psychical in origin, but, as in the 
organic disorders toxic absorption may aid in 
preventing a return to normal conditions of the 
mind. One must, however, note that the mind 
prefers to admit that some definite disease is 
the responsible agent for its illness, rather than 
to allow that the basic cause is a failure to 
adjust itself to circumstances. 

Sinus empyemas do however produce many 
forms of asthenic syndrome. 


5. OrGANic DISEASE OF THE NOSE AND THROAT 
PropucinG FUNCTIONAL DISEASE BY 
EMOTIONAL STRAIN 


Here we meet with the proposition that in 
certain cases people have real nasal, tonsillar, 
and septal disturbances, and especially in cases 
of slight deformity of the septum must these 
questions be raised, for, unfortunately, people 
sometimes have very active imaginations, and 
are inclined to magnify the seriousness of their 
condition. The comparatively small operation 
on some hypertrophied nasal cartilage receives 
the same aitention as a grave mastoid or sinus 
operation, and the person’s mind becomes over- 
wrought to such a degree as actually to pass 
into a stage of a true anxiety neurosis. The 
nose and throat expert should have an ample 
knowledge of personality, and should, as many 
do, restrain the nervous or even normal in- 
dividual who inclines to magnify the nature of 
his disability. This, I believe, is the practice of 
many surgeons, as compared with a few who 
tend to follow another trend, magnifying their 
skill to a few thousand times its absolute value. 


B.1. FunctTionaL Nervous DISEASE ASSOCIATED 
Wiru NosE AND THROAT LOCALIZATION 


In the neuroses and psychoses, where the 
patient has become overstrained by emotional 
upsets from acute or chronie cause, and de- 
veloped an asthenic, hysteroid, or obsessional 
state, or a mild psychosis, there is an early 
cardinal mental change that is important to 
the surgeon. ; 

Ordinarily, people are unconscious of their 
bodily organs, unless some abnormal change 
occurs, and that must be of a certain degree; 
they are not self-conscious. But with the de- 
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velopment of neurosis there develops a self- 
conscious state, the individual becoming con- 
scious of his body and usually at the same time 
more conscious of those about him and matters 
connected with them. In such a state far too 
great consideration is given to minor ab- 
normalities, and frequently wrong inferences 
are drawn. In extreme cases the surgeon 
recognizes the abnormal state of the patient’s 
mind and will not operate, but where the state 
is less marked the question of relying on the 
patient’s statement is at times very difficult, 
and the surgeon may be persuaded to take a 
wrong view of the disability. So you see loose 
sealps stitched up, innumerable, septal opera- 
tions with ill resuits, minor sears and tonsillar 
tags removed, until the surgeon ceases to feel 
any confidence in his ability to cure the patient. 

Again, on the other hand, with a nervous 
state, there is frequently an overflow into the 
sympathetic nervous system and all sorts of 
functional disturbances follow. Vasomotor dis- 
turbances, with swelling of the mucous mem- 
brane, excess and decrease of nasal secretions, 
sneezing, yawning, respiratory disturbances, 
coughing, and a myriad of other functional 
signs, yet all one and part of the neurosis. 
With the patient also hyperperceptive of the 
disturbance, you have a double quantity that 
makes for a patient difficult to manage, so, 
that with the aid of a sympathetic surgeon, 
the malady may resolve itself into a definite 
obsession that may last for years. 


2. OrGANIC Nervous DISEASES ASSOCIATED WITH 
Nose AND THROAT LOCALIZATION 


Just as the great field, from the standpoint 
of the surgeon, lay in the tumours and infec- 
tions processes commencing in the nose and 
throat and later involving the nervous system, 
so now we enter the domain of nervous organic 
disease, later involving the territorial regions 
of the nose and throat. 

Local neuralgias and neuritides—One may 
call attention to a few important types from 
this group. Glossopharyngeal neuralgia, the 
sister of tic douloureux, which is frequently 
missed in diagnosis, with, its tonsillar and 
pharyngeal pain and its increase on swallowing 
or speaking; the many types of affection of the 
_ herves to the tongue, particularly those of 
acute pain along the lingual or fifth nerve 
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supply, and the occurrence of hemiparesis with 
wasting by hypoglossal involvement; the 
neuritis following injection of the foramen for 
dental removal, which may be lasting, with its 
anesthesia over the side of the tongue and the 
lower lip, and frequently a sense of numbness 
higher up; affections of the vagus, particulariy 
of its laryngeal branches, which are occasional 
in syphilis and which sometimes eall for the 
differentiation of a true functional aphonia 
from an organic local disease of the cords; 
diphtheritie neuritis, with palatal paralysis, 
with its cireuit of paralysis of accommodation 
and cardiac disturbance. 


Leaving the simple neuritides, we pass to the 
local affections of the brain, and here a vast 


number of associations between neurological 


conditions and the nose and throat occur. The 


following may be mentioned: 


1. The disturbance of the four great medul- 
lary nerves, the 9th, 10th, 11th, and 12th by 
arteriosclerotic processes in the vessels (the 
basilar artery and its tributaries), the hoarse- 
ness, aphonia, and swallowing difficulties that 
are associated with this and with thrombosis 
in the smaller branches 


2. The field of the auditory vestibular syn- 
drome, with affection of hearing and presence 
of tinnitus, associated with giddiness and nys- 
tagmus, makes the important question arise as 
to the lesion’s site in the famous pontine angle, 
or in the brain stem, or higher in the midbrain 
or cerebellum. One does not need to note that 
the caloric and turning tests are invaluable in 
their aid to diagnosis, and that here the neuro- 
logist must seek the best assistance the surgeon 
can, give him. 

3. From the nervous side we have so many 
possibilities, local meningitis, tumour on a root 
of a nerve or the coverings of the meninges, 
aneurism, a lesion in the pons from hemorrhage, 
from encephalitis inferior, from disseminated 
sclerosis, from cerebellar lesions, and from 
lesions higher up in the brain. The diagnostic 
possibilities here would form an evening’s work 
for this subject alone. 


4. The presence of inflammatory foci or new 
growths in the frontal lobe or the temporal lobe 
with loss of smell or loss of taste, with epilepti- 
form attacks, heralded by smell and taste stimuli 
again must be considered. 
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Again take the disease encephalitis lethargica. 
Following its complications, all forms of extra- 
ordinary symptoms make their appearance, such 
as involuntary attacks, respiratory phenomena 
of varied kinds, tongue protrustions, swallowing 
and vomiting syndromes, forming new wealth 
of material. 

Lastly, in the systemic affections of the nerv- 
ous system we have the disease bulbar paralysis, 
characterized by wasting of the structures in the 
oral field, and so often with the early symptom 


of difficult swallowing. The surgeon may err 


and miss early carcinoma of the esophagus, or 
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mistake a functional neurosis for this fatal 
malady, bulbar paralysis. 

Again, the other great systemic state tabes 
dorsalis has likewise its naso-pharyngeal side, 
for we find the crises of the larynx, and the 
varied disturbances in the nature of early 
auditory deafness or labyrinthine signs, which 
may replace an optic atrophy. 

So, from our study, one must conclude that 
the surgeon devoting his time to nose and throat 
surgery, and the neurologist, with his study of 
brain and nerve conditions, are constantly in 
contact and have to work together on the many 
problems that require to be solved. 


COLON 


By P. M. MacponneE x, M.D., 


Kingston 


ALTHOUGH the subject matter of this article 

has nothing original in its make-up an 
effort to deal in a theoretical manner with the 
problem involved will do no harm. We can 
leave all discussion of the nervous activation 
of the stomach and bowel to the expert physio- 
logist, econtenting ourselves with the general 
acceptance of the close relationship existing be- 
tween our mental and emotional states or re- 
actions and the nervous stimulation of alimen- 
tary function. 

Most of us are taught before we graduate 
that the prescription we write for a patient 
suffering from indigestion or gastritis or any 
of the conditions we consider not caused by 
organic trouble (gall bladder disease, ulcer, 
cancer, adhesions) should include chiefly al- 
kalis with a bitter tincture or elixir to round 
it off. And so when a certain number report 
great benefit from our magic drink we think 
our logie is proved sound and are fortified in 
our original faith in alkalis. 

There are, however, certain cases that are 
not helped. They return, perhaps more than 
once, and, after we have tried our different 
variations of alkali medication, seek other ad- 
vice and may even turn to the numerous much 
advertised dyspepsia cures to be found in drug 
stores. We may on the other hand weaken in 
our loyalty to alkalis and, realizing that the 


patient is rather a nervous high-strung type 
try the effect of bromides. The patient comes 
back very pleased with our ‘‘new’’ medicine 
and we are a little put out in spite of our un- 
expected success in what had been a puzzling 
case. 

If it were possible to classify these cases we 
would find that to a certain extent the patients 
benefited by our alkalis are phlegmatic matter- 
of-fact people, who have an upset stomach from 
such causes as over-eating and lack of exercise, 
so that an antacid mixture, plus some common 
sense advice, answers their need. 

The other group of patients is more numer- 
ous now than fifty years ago. As more and 
more people live in cities and as existence be- 
comes more intense, with an atmosphere of 
pressure and worry, we are bound to see more 
people loosely described as having ‘‘nervous 
indigestion.’’ Men in business and mothers of 
jarge families, with limited income, are going 
to be affected in a certain way by the vicious 
combination of too much work and worry. 
They become nervously overstrained and of 
these a great many belong to the group we are 
discussing. What are their complaints? 
Usually no loss of weight nor definite loss of 
appetite is present. Most of them are dis- 
turbed by gas collecting and finding exit from 
the alimentary tract, producing belching or 
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flatulence. Their discomfort sometimes amounts 
to a pain and the pain may even be definitely 
localized, although usually wandering in char- 
acter. They may not find it possible to be 
definite about their complaints, stating that 
they have no pain or soreness but just an 
uneasiness in the abdomen, with certain hot 
and cold feelings which they find very trying. 
Some of them at irregular intervals have at- 
tacks of diarrhea with much flatulence, which 
leave them very flat and weak. A curious fact 
is often mentioned or elicited by questions. 
The pain or discomfort is often absent during 
the week end, when the business man is not at 
work, or during the holiday when the mother 
of a family is away from her household. Those 
who teach have more distress or more frequent 
attacks towards the end of the teaching year 
when they know themselves to be more irrit- 
able and ‘‘jumpy.’’ 

When possible we ask for a gastro-intestinal 
x-ray series. The stomach and duodenum are 
pronounced free of organic trouble, as is the 
gall bladder, and we are apt to decide that the 
x-ray examination has given no information. 
There will be, however, one of two things; 
either atony, as shown by slowing up of the 
barium, or a too rapid emptying of the colon. 
Either fact means that the colon is not fune- 
tioning normally and after a few experiences 
we put the x-ray information with our clinical 
picture and feel that we have a respectable 
solution. Our good result from the adminis- 
tration of bromide seems to be because we have 


An INCLUSIVE FEE at A SPECIAL HospiTaL.—The 
secretary of the Royal Westminster Ophthalmic Hospital 
thinks it may interest the profession to know that it has 
been found possible to offer a private room in the hos- 


pital with central heating, hot and cold running water, 
light, maintenance, generous feeding (including tea 
supplied tq patients’ friends), and full nursing services, 
for an inclusive fee of six guineas a week. No extra 
charge is made for the use of the theatre, or for drugs 
or dressings. The bacteriologist’s fee is half a guinea; 
that of a pathologist or radiographist, if required, is a 
guinea in each case. The surgeon’s fee is a matter of 
arrangement between surgeon and patient and although 
the average fee is from ten to thirty-five guineas, accord- 
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established some sort of control over abnormal 
nervous stimulation of the bowel. Later, we 
add some belladonna to the mixture and have 
ever better results. 

For a long time the phrase ‘‘intestinal in- 
toxication”’ or ‘‘absorption”’ has satisfied many 
medical men, but recently there has been a 
general tendency to regard the colon with 
suspicion, and the more we investigate its 
possibilities the better reason we find for 
thinking it at least partly responsible for the 
trouble in many cases. One must guard against 
giving too much prominence to the colon, but 
there is reason for thinking that it is not kept in 
mind often enough. How many of these patients 
have had their trouble increased by being given 
a “‘roughage”’ diet, applicable surely to a very 
restricted class of case? 
have been 


Again, how many 
diagnosed ‘‘chroniec appendix,’’ 
have gone through the ordeal and expense of 
the operation, have even felt sure they were 
better, as they should be after a long rest in 
bed, only to find themselves in exactly the 
same condition when they had resumed their 
previous routine of existence ? 

The fact that bromide and belladonna help 
them is not put forward as an argument to 
give them these drugs for the rest of their 
life, but to show that they will surely do 
better if they avoid surgery and are given 
proper advice regarding mental rest and a 
sensible routine of exercise and freedom from 
worry. 


ing to the operation required, a staff surgeon has been 
known, he says, to accept as little as five guineas. - No 
charge is made for the surgeon’s assistant, and for the 
services of the hospital’s medical officer a charge of 
only a guinea is made, even if the patient remains under 
treatment for a month. The rooms are fitted and 
furnished more in the style of a modern hotel than of 
a nursing home, and there is a special sitting room with 
wireless and other amusements, where patients who are 
up and about may meet each other if they wish to do 
so. In an extension of this system of private nursing, 
at moderate inclusive charges, in fully equipped hos- 
pitals, the secretary of the hospital sees the solution of 
a problem which lies heavy on the middle classes.— 
The Lancet 1: 637, Mar. 22, 1930. 
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NON-TUBERCULOUS BRONCHO-PULMONARY INFECTION, 
FROM THE INTERNIST’S POINT OF VIEW 


By R. L. Hamiuton, M.D., F.A.C.P., 


The Guthrie Clinic 
Sayre, Pa., U.S.A. 


HE incidence of broncho-pulmonary infection 


and of the ensuing mortality, especially that 
following operative procedures, has been studied 
for the past 50 years. According to statisties 
collected by Lemon’ and others, 1 in every 50 
persons operated upon develops some pulmonary 
complication and 1 in every 185 dies from it. 


ETIOLOGY 


Operations on the upper abdomen seem often 
to be followed by pulmonary infections. Such 
complications follow operations in general on 
the abdomen in at least 3 to 5 per cent, and are 
even more frequent in epigastric surgery and 
especially in gall bladder surgery. Authorities 
declare that 1 in every 8 to 10 operations on 
the stomach or gall bladder results in pulmonary 
complications, and 1 in every 30 to 40 such 
operations is fatal. Pulmonary embolism is 
usually too rapidly fatal to give rise to pul- 
monary infections. 

Non-tubereulous broncho-pulmonary infections 
fall into the following classes: bronchitis; sup- 
purative pneumonitis; bronchiectasis; gangrene; 
abscess. The last class can be divided into three 
types: (a) the single abscess, resolving into a 
form that is distal: to, or following, a foreign 
body; that following pulmonary embolism; and 
that following a moderate suppurative pneu- 
monitis, e.g., pneumonia; (b) multiple abscesses 
of two types; one following a diffuse suppura- 
tive pneumonitis, ending in multiple cavities, 
simultaneously or at intervals; and the other 
metastatic, or that which heals in one point and 
breaks out in another; (c) bronchiectatic: this 
is really an exaggerated bronchiectasis. 


PATHOGENESIS 


How may the infections gain entrance in 
these conditions? Through (1) extension by 
lymphaties; (2) aspiration and transplantation ; 
(3) the blood stream, by septic embolism from 


operative field or some focus of infection, ¢.g., 
burns; (4) trauma. 

Of the fact that infections may be caused 
through lymphatic extension we have reasonable 
proof. Mullin, in a paper published in 1926, 
offers suggestive evidence that paranasal sinus 
infection is capable of reaching the lung by way 
of the lymphatics, particularly in the exaggera- 
tion of pulmonary infections. Beye, in his review 
of transphrenic infections, has proved that in- 
fection travels from the abdomen to the thorax 
by the lymphaties and quotes several exceptional 
cases in which the infection has travelled from 
the thorax into the abdomen. Lerche considers 
that infection from the abdomen may travel into 
the mediastinum through the lymphatics, and 
that some of the supposedly parenchymatous 
pulmonary abscesses result from a breaking down 
of the broncho-pulmonary lymph nodes. The 
views stated above have recently been confirmed 
by Lemon,' who is doing much valuable work in 
this direction. 

In order to prove the aspiration theory we 
must show (a) that it is possible for foreign 
material to be aspirated into the bronchial tree 
either during or just after anesthesia, or dur- 
ing sleep, natural or produced by opiates, or 
accidentally, even though the patient be in full 
consciousness; (b) that the aspiration of such 
septic material can produce infection; (c) that 
without a doubt the infection is caused by the 
inspired material, and is not simply the exacer- 
bation of a pre-existing condition caused from 
irritation of the foreign material; (d) that the 
same organism aspirated can be collected from 
the pulmonary lesions in predominant numbers; 
and (e) that there is statistical evidence in its 
support. 

Evidence of aspiration during anesthesia has 
been proved by Myerson,? who bronchoscoped 
200 children immediately after tonsillectomy and 
found blood in the larynx and tracheo-bronchial 
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tree in 75.5 per cent. In 1898 Hoelscher* de- 
termined that, in the lungs of etherized animals, 
the buccal secretions, which he had previously 
stained, were found constantly in the tracheo- 
bronchial tree, and even occasionally in the 
alveoli. The aspiration secretions produced a 
pneumonitis. Smith,* by the introduction of 
infected material from the teeth and tonsils 
(fusospirochetal material), has produced pul- 
monary suppuration of many kinds. 

Experimenting with guinea pigs under ether 
anesthesia, and introducing into the trachea 
material from infected tonsils and scrapings 
from the lesions of Vincent’s infection, in six 
out of seven animals I have been able to produce 
pulmonary disease of marked extent. In all of 
these cases the guinea pigs were in the inclined 
plane with the head up during the introduction 
of the material. 


During sleep produced by opiates in the 
human being, in two eases (the only ones I have 
tried) I have been able to show that small 
amounts of lipiodol at body temperature intro- 
duced slowly to the back of the throat by a 
catheter were aspirated well into the tracheo- 


bronchial tree, the patient having one pillow. 
In one other patient, who was in a natural sleep, 
and in whom warm lipiodol was introduced into 
the mouth by the drop method, I was able to 
demonstrate it being aspirated. 


In Jackson’s eclinie in Philadelphia broncho- 
scopic examination has shown that aspiration of 
numerous foreign bodies has given rise to a defi- 
nite pneumonitis. The most extensive pneumo- 
nitis appears to result from aspiration of the 
peanut. Smith,®> Lemon, Kline® and many others 
have proved that infection takes place in the 
lung following the aspiration of the foreign ma- 
terial. In a similar series of animal experiments 
I have obtained the same results. 


The experiments of Smith, Lemon, Kline, 
and myself, have demonstrated that the same 
organism aspirated could be recovered in pre- 
dominant numbers from the pulmonary lesion 
produced. The lungs of animals living in the 
same cage have been found to be free from in- 
fection, which I produced by aspiration in 
others, and this leads to the conclusion that the 
aspiration caused the infection. In 1928 Crowe 
and Scearff’ produced abscesses in dogs by the 
introduction of cotton saturated with fresh 
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scrapings obtained from pyorrhea cavities of 
patients. 

Smith injects the sputum containing fuso- 
spirochetal organisms into the hip of a guinea 
pig; later, takes the pus from the hip and in- 
jects it into the trachea of another guinea pig, 
and after two weeks demonstrates the spiro- 
chetes invading the normal tissue of the lung. 
He demonstrates the symbiotic relationship by 
showing the individual factors in their respec- 
tive zones. The apparent primary invader is the 
spirochete. The next zone shows the fusiform 
bacilli with a few cocci. Then, in the abscess 
centre we find cocci and vibrios in large num- 
bers, together with much debris. 

Statistics as to the incidence of the post- 
operative pulmonary abscess are cited in a table 
compiled by Cutler,® giving the author, the num- 
ber of cases, the number followed up, operation 
per cent, the number after tonsillectomy, and 
the percentage. The number of cases was 1908; 
the number followed, 515; the percentage of 
operations 29.61; the number after tonsillectomy, 
268; and the percentage 14.61. 

The view that post-operative pulmonary com- 
plications are caused from septic emboli being 
discharged into the circulation from a focus, at 
the time of operation, has many adherents. 
Among them are Cutler and his associates,® *° 
Fetterolf and Fox,"' and Schlueter 
Weidlein.?? 

Cutler and his associates, in their experi- 
mental work on dogs, injected bacteria, tonsillar 
tissue, and infected emboli of various sorts into 
the jugular veins, and induced lung abscess. If 
they freed simple infected clots into the vein, 
the result usually was a general pneumonitis. 
On the other hand, if it was a sausage-like vein 
segment, filled with virulent cultures and bac- 
teria, they got a pneumonitis, followed by a 
walled-off abscess. They went even farther and 
immunized dogs against the infected material 
to be injected. The higher the degree of im- 
munity, the less extensive was the lesion pro- 
duced. They further proved that the organisms 
used; in the emboli were the same as those they 
obtained from the pulmonary lesion. 

Fetterolf and Fox studied the reaction of the 
paratonsillar tissues in dogs after tonsillectomy. 
Around the tonsillectomy wound they found 
hemorrhages into the tissues, areas of necrosis, 
and bacteria in injured vessels closed by coagu- 


and 
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lation. They consider it quite possible that 
small emboli from the tonsillectomy wound may 
give rise to septic infarcts in the lungs. 

Some tried to produce abscess by the intro- 
duction of foreign material into the bronchi 
through a bronchoscope. They were unable to 
produce any disease. They then turned their 
attention to introducing various infected ma- 
terials into the jugular veins of dogs, producing 
lung abscesses, and then recovering from the 
pulmonary lesion the same germ which had been 
introduced in the infected embolus. 

Schleuter and Weidlein’s arguments for the 
embolic theory are to the effect ‘‘that post- 
operative broncho-pulmonary infection is the 
result of embolus. The definitely proven exist- 
ence of the condition of fatal post-operative 
pulmonary embolism supposes the possible scat- 
tering from any wound of single or multiple 
emboli into the venous circulation. Thrombi are 
easily dislodged from such regions as_ the 
pharynx and epigastrium. In operations on the 
brain in which the skull acts as a splint, the 
percentage of post-operative pulmonary com- 
plications is almost nil. Pulmonary embolism 
appears frequently after operations in which 
local anesthesia is employed. The greater fre- 
quency of lower lobe involvement is explained 
by the greater volume of blood and the more 
direct course of the pulmonary artery to these 
lobes. If the aspiration mechanism were the 
causative factor, the appearance of the symptoms 
would be early.’’ 
Henle and Mikulicz** there were more lung com- 
plications with local than with general anes- 
thesia. 

Certain observers state that there are more 
pulmonary complications following local anes- 
thesia for tonsillectomy than after general anes- 
thesia, but the statistics do not prove this. They 
further state that this is an argument in favour 
of the embolic theory. However, in doing 
lipiodol diagnostic and therapeutic work, we find 
it very simple to have the patient aspirate the 
oil, if we first thoroughly cocainize the tonsils, 
pillars and pharynx. Possibly, in some of the 
operations done under local anesthesia, if the 
patient is later given a hypnotic, he could 
aspirate the buccal secretions at this time. 

It is generally agreed that bronchiectasis 
arises from the aspiration of infected material, 
and is principally the result of bronchial spiro- 


In the elinies of Gottstein, - 


chetosis. Smith’ has proved that this is a 
symbiotic infection due to spirochetes, fusiform 
bacilli, cocci, and vibrios. These attack the 
walls of the bronchi, bronchioles, ete., causing 
ulceration, no doubt, just. as they do in a tonsil- 
lar infection of the same origin. The result is 
that bronchiectasis is no longer looked upon as 
a simple dilatation of the bronchioles, but as an 
ulcerative and fibrotic process whereby saccula- 
tion takes place, owing to loss of the elastic 
coat. The dilated bronchioles become filled with 
putrid secretions, the large bronchi gradually 
become invaded and tend to collapse, aiding thus 
these anerobes to progress more rapidly in an 
even more favourable medium. 

Factors that predispose to all Vincent’s in- 
fections are ill health, oral sepsis, smoking, ex- 
cessive candy-eating, unsanitary surroundings, 
carious teeth, ete. Thus, given an individual 
with poor resistance and a mouth full of the 
spirochetes of Vineent’s angina, it can be readily 
seen that fuso-spirochetal disease of the lungs 
might easily result. In the review of cases col- 
lected, I was interested in the large number of 
histories in which patients had volunteered the 
fact that they had been run down when ‘‘this 
cold came.’’ 


As in bronchiectasis, pulmonary gangrene is 
considered to be one of the consequences of 
bronchial spirochetosis. 

Before discussing the treatment of these con- 
ditions, I show below a report of 17 cases of 
lung abscess and 14 cases of bronchiectasis that 
occurred in the review of the first hundred cases 


of broncho-pulmonary infections. The _ re- 
mainder of the cases include bronchitis, (acute 
and chronic), foreign body, pneumonitis, bron- 
chial congestion, ete. 

This does not include the cases dying from 
pulmonary embolism. There were other cases of 
abseesses and bronchiectasis, but lack of essential 
data did not permit of reporting these. 

By a carefully taken history, a thorough in- 
vestigation from a clinical point of view, physi- 
eal examination, roentgenological examination 
(lung treated with lipiodol), and bronchoscopy, 
examination of the sputum and blood, it is 
possible to determine in practically all cases the 
type and mode of entrance of invader, and the 
location of the lesion. 

All cases should come under not only the 
internist, the roentgenologist, and the surgical 
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ANALYSIS OF CASES 


Abscess 
Females 
Males 


Part involved: right lower lobe 


left lower lobe 
right upper lobe . 
right middle lobe 
Average age: 38 years 
Average length of illness: 
From 4 days to 18 years 
Causes (as far as can be ascertained) : 
Septicemia 
Post-pneumonic 
Post-operative 
Bronchiectatic 
Foreign body 
Unknown (but the patient has bad gums and 
tonsils) 
Average hemoglobin 71 per cent 
Average red blood count 4,320,000 
Average differential (polymorphonuclears) 79 


(lymphocytes) 21 
Wassermann (positive) 1 


chest specialist, but under the careful and co- 
operative study of them all. 


TREATMENT 


The treatment in all cases depends on: (1) 
the etiological factor; (2) the mode of entrance 
of the invader; (3) the disease present; (4) the 
location of the disease; and (5) the clinical pro- 
gress of patient. Thus, if the etiological factor 
is the fuso-spirochetal symbiotic infection then 
sulpharsphenamine, or some of the arsenical 
preparations, should be chosen. Certainly, before 
any operative procedure for fuso-spirochetal 
pulmonary disease should be undertaken it 
would be worth while an attempt to break up the 
symbiosis, otherwise, when a collapse of the af- 
fected lung takes place, the secretions will be 
pushed out into the main bronchi and perhaps 
be aspirated into an unaffected area. I believe 
that in the past many poor results that have 
followed thoracic operations are due to lack of 
attention to this point. 


That the mode of entry does play a part in 
indicating the line of treatment is certain. 
Should it. be the result of blood stream infec- 
tion, by septic emboli coming from a distant 
focus, then certainly treatment should be direct- 


ed to that focus first. Again, if there are many 
thrombi, the chances are that we are dealing with 
a severe septic condition. Should the infection 
come by aspiration, then it is logical that the 
oral sepsis should be corrected. If the infection 
has come by way of a lymphatic extension, then 
perchance, by investigating and correcting a 


Bronchiectasis 
Females 
Males 


Part involved: both lobes 


right middle 
right lower 
left lower 
right upper 
Average age: 46 years 
Average length of illness: 
7 years 
Causes: 
Spirochetosis (definite) 
Spirochetosis (indefinite) 
Post-influenzal 
Bad gums, teeth, tonsils or both 


Average hemoglobin 73 per cent 

Average red blood count 4,170,000 

Average differential (polymorphonuclears) 64 
(lymphocytes) 36 

Wassermann (positive) 0 


sinus infection, we shall be able to eliminate our 
broncho-pulmonary symptoms. That the path- 
ological lesion itself affects treatment is self- 
evident, for bronchiectasis, abscess, and gan- 
grene, all require different treatment. 

In regard to the roentgenological aspect, 
Manges,’® of Philadelphia, may be quoted in 
part, ‘‘The site of the pathological lesion may 
vary. Thus, a lesion, following the route of 
infection caused by aspiration, will be found 
always in relation to some moderately large 
branch of the bronchial tree, usually in one of 
the lower lobes. It will be, therefore, accessible 
to bronchoseopie and postural drainage.’’ 

Medical treatment is usually considered with 
pessimism and held to be disappointing in its 
results, but there are a certain number of cases 
in which it is to be much preferred to surgery 
when the operative risk is very high, and some- 
times we are surprised at what medical meas- 
ures ean accomplish. I believe further that med- 
ical treatment should be adopted as a routine 
in the majority of the cases prior to surgical 
interference, as under it frequently, a marked 
pneumonitis can be allowed to subside and so 
lessen the surgical risk. 

Medical treatment consists of the following 
procedures: rest; good food; fresh air; pro- 
portioned exercise; administration of a tonie, 
especially if the usual secondary anemia is pres- 
ent; postural drainage; bronchoscopic drainage, 
lavage, or the application of some therapeutic 
agent, the larger the number of thoracic diseases 
I see (the more I appreciate the part played by 
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bronchoscopy); vaccine, autogenous, selected, 
stock ; in fuso-spirochetal conditions, the admin- 
istration of arsenical preparations. This does 
not usually cure the lesions ; the damage is nearly 
always done before it is started, but it does aid 
in arresting infection and breaking up sym- 
biosis ; treatment by lipiodol injections in certain 
cases affords much symptomatic relief; pneumo- 
thorax. 


CONCLUSIONS 

In summing up, it is my opinion that the 
largest number of post-operative broncho-pul- 
monary infections, as a whole, are due to aspira- 
tion, especially that type in which the patient 
never seems to recover from the operation. The 
lesion is found along the course of a bronchus. 

It is evident that the majority of lesions fol- 
lowing epigastric surgery, commencing eight to 
sixteen days after the operation, with sudden 
onset, and centrally located, must be embolic in 
nature. It is possible to aspirate buccal secre- 
tions and foreign material during sleep produced 
by the usual post-operative narcotic, as I have 
done in two eases following 14 gr. of morphine. 

There is also no doubt that many of the so- 


called embolic infections following tonsillectomy 
under local anesthesia are really caused through 
aspiration. 


Adequate and efficient treatment can be in- 
stituted only through co-ordination of the fol- 
lowing factors: the history, etiological factors, 
mode of entrance of invader, pathological pro- 
the localization of the disease, and the 
status of the individual’s general health. We 
must realize that individual effort is inadequate. 
Surgical chest specialist, internist, and roent- 
genologist should resort to consultation and a 


cess, 


Usk AND REASONS FOR USE OF THIOCRESOL TO 
STIMULATE WouNnD HEALING.—Stanley P. Reimann 
has used thiocresol with good results in a number of 
eases of bed sores and varicose ulcers. One-hundredth 
gram was dissolved in about 5 ¢.c. of 95 per cent 
alcohol, to which was then added 100 c.e. of distilled 
water, making a solution of 1:10,000. It was applied 
as a wet dressing. Thiocresol stimulates mitosis. That 
it is the SH-radical of the compound which is the 
effective agent is quite clear from rigidly controlled 
animal work in which plain cresol was used and from 
the results obtained with many compounds containing 
the SH- group and their homologues containing other 
groups. Granulations grow faster than epithelium; in 
fact, the granulations grow so luxuriantly that they 
‘*flow over’’ the edges. This was remedied by care- 
fully destroying the exuberant tissue with a stick of 
silver nitrate and then dissolving the débris by apply- 


co-operative effort be thus made to determine 
treatment. While medical treatment on the 
whole is disappointing, it has a place, as is gen- 
erally conceded. 

A challenge has been issued to the medical 
profession in general, to practise oral hygiene 
as a prophylactic in broncho-pulmonary infec- 
tion, especially pre-operatively and in generally 
debilitated subjects. To quote Schlueter and 
Weidleim again, the best way to ward off post- 
operative lung abscess by emboli is: (1) the 
prevention of infection in the operative field 
whenever possible; (2) the reduction of opera- 


‘ 


tive trauma to minimum; (3) the avoidance of 
mass ligation of tissues. I believe that. the ad- 
ministration of some therapeutic agent such as 
thyroid extract is also of definite value. 

By more post-mortem examinations and re- 
ports of cases we may also obtain a better under- 
standing of the exact pathology and underlying 
mechanism of these conditions. 
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ing a suspension of pepsin for about two hours. After 
the wound has been washed with physiological solu- 
tion of sodium chloride, further applications of thio- 
cresol are made, Thus the epithelium is continuously 
stimulated and allowed to grow unhindered while the 
granulations are kept at the proper level. The appli- 
cations were made at intervals, with time out to give 
the new cells opportunity to grow in size. Apparently 
it is best to stimulate wounds with sulphydryl com- 
pounds in periods of approximately forty-eight hours’ 
duration. In between, simple dressings, such as 
physiological solution of sodium chloride, answer every 
purpose. No data are available relative to the effect 
of the SH- compounds on the rate of ‘‘normally’’ 
healing wounds in man. All of the wounds have been 
picked for their general stubbornness and poor con- 
dition. In rats, however, ‘‘normally’’ healing wounds 
are stimulated.—J. 4m. M. Ass. 94: 1369, May 3, 1930. 
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ON SOME CLINICAL MANIFESTATIONS OF ACUTE LEUKAIMIA* 


By Norman B. Gwyn, M.B., 


Toronto 


T is not the intention in this short paper to 

discuss the interesting question of the etiology 
of leukemia, nor yet in a general gathering 
such as this should one go too far into the 
technicalities of the histology and pathology of 
the blood smear, for by so doing the dramatic 
details of a remarkable clinical picture may 
easily be lost sight of. To avoid contentious 
debate, let it be freely admitted that in its 
course acute leukemia behaves strangely like 
an acute toxemia or infection on the one hand, 
and like a rapidly invading tumour growth on 
the other. Let it also be admitted that in the 
very best clinics acute leukemia has been con- 
fused with infections, with certain obscure hem- 
orrhagie disorders, with the infectious mono- 
nucleosis,! and with the so-called ‘‘agranulocy- 
tic angina’’,? and that frequently the casting 
vote of the pathologist has been required to 
determine its identity. Such admissions tax one 
less than futile discussions, and I have only to 
refer you to recent case descriptions by Minot,* 
and by Kastlin,* from Professor Klotz’s labora- 
tory, to prove to you how useful such admis- 
sions may be, for in one of these descriptions, 
the recovery of the patient indicates that an 
error in the diagnosis of acute leukemia could 
be made by a great clinician and hematologist, 


* Presented to the Academy of Medicine, Toronto, 
Mareh 11, 1930. 


1. For details of infectious mononucleosis the com- 
prehensive articles of Baldridge, Rothner, and Hanseman, 
in the Arch. Int. Med. 38: 1926; and of Longeope, dm. 
J. Med. Scien., December, 1922, can be referred to. 
There is a complete bibliography with these articles. 


2. Refer to articles by Schwartz, Turk, Marchand, 
in an excellent paper by Blumer, on the question of 
agranulocytie angina, in the Am. J. Med. Scien., January, 
1930. Kastlin (vide infra) gives the literature up to 
June, 1927. Farley, Am. J. Med. Scien., Fcbruary, 
1930, describes the interesting type of agranulocytosis 
which follows the use of the arsenical preparations. 
Even in these cases a resemblance to leukemia is often 
noted. He gives a very good bibliography. 


3. Minot, Med. Clinics N. Am., July 1929. 
Also, Cross, Minnesota Med., October, 1922. 
Ireland, Baetjer, Ruhrah, J. Am. M. Ass. 65: 948, 1915. 
Hall, Proc. Roy. Sov. Med. 8: 15, 1914-1915. 


4. Kastlin, Am. J. Med. Scien., June, 1927. 


while in the other it was demonstrated, yet once 
more, that acute leukemia could be closely imi- 
tated by that curious condition which at times 
follows or is associated with certain types of 
oral and faucial infections. 

Supplementing this request for a very free 
granting of admissions, I ask permission of the 
younger hematologists to touch on one small 
detail of the histology and pathology of the 
blood smear for the benefit of those who like 
myself were brought up on the terms ‘‘lymphatie 
and myelogenous leukemia.’’ A refinement of 
technique has demonstrated that many of the 
cells which were formerly called large lympho- 
eytes are really undeveloped marrow cells— 
‘‘myeloblasts.’’ Such cells may be the prevailing 
type in ihe blood of an acute leukemia, and the 
term myeloid has been employed by some to 
include both this myeloblastic leukemia and the 
leukemia associated with the more developed 
marrow cell—the ‘‘myelocytie’’ 
ous’’ type.° 

The clinical picture of acute leukemia lies 
almost buried under the mass of histological de- 
tails, and under the accumulation of experi- 
mental work which has had to do mostly with 
the etiology of this mysterious affection. Apart 
from short references to its insidious onset, its 
hemorrhagic nature, its association with ulcera- 
tive angina and stomatitis, and apart from the 
note that a rapidly developing anemia ensues, 
one finds remarkably little attention given to the 
symptomatology and clinical findings, in spite 
of the fact that at the onset of acute leukemia 
one is frequently faced with some striking and 
remarkable groupings of symptoms. 


or ‘‘myelogen- 


Some of 
the eases which have come before me of late 


appear to bear out this statement; not only 
were throat symptoms conspicuous by their ab- 
senee, but in place of the insidious onset so often 
referred to there was in two of the victims an 
assault so sudden as to be called dramatic, while 


5. Panton, Tidy, Pearson, (Quart. J. Med. 7: 1913- 
1914) give a good pictorial detailing of the acute 
leukemias. 
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in a third the simulation of, or association with, 
an acute arthritis made a picture of unusual 
interest. Since in two others a tentative dia- 
gnosis of subacute bacterial endocarditis had 
been made and in yet two others pernicious 
anemia had been suspected, it must be admitted 
that acute leukemia may masquerade in many 
garbs. There will scarcely be opportunity to 
refer to the latter group of cases, save to mention 
that with a low white cell count (an aleukemic 
state) there was associated a distinct tinting of 
the skin, as well as the pernicious anemia-like 
changes in red cells, and, as concerns the type 
of case which may at times in its early stage be 
confused with chronic endocarditis, one must also 
mention that a tinted skin, a heart murmur, 
sternal tenderness, a large spleen, fever and 
petechiz might well puzzle a consultant. seeing 
the case without a blood specimen before him. 


Three cases of acute leukemia, with little in 
the way of throat symptoms, but whose course of 
illness and blood pictures seemed to make the 
diagnosis of acute leukemia quite certain gave 
the following histories. 


CASE 1 


Onset WitH AcuUTE RENAL PAIN AND 
H2&MATURIA 


Miss D., aged 20, was taken with acute pain in the 
left renal region while on the stage on the evening of 
December 25, 1928. The pain was tearing and had 
come on without any warning. It suggested the passing 
of a kidney stone, and the order was given that the 
next specimen of urine should be carefully saved. This 
specimen was almost entirely free blood and there was 
for the next few hours such free passing of blood that 
a doubt was raised in one’s mind as to whether this was 
quite in accord with the history of renal calculus, for, 
after all, a long-continued bleeding is not a feature of 
the passing of a stone. Within the next few hours the 
pain seemed to centralize in the lower right abdomen, 
the temperature rose quickly, and the question of some 
acute surgical problem came before us. It was difficult, 
however, to visualize what it might be that would give 
pain on the right side of the pelvis, with free bleeding 
into the bladder. Nothing very positive could be made 
out. By the next day the temperature was still high 
and the bloody urine still much in evidence, and by 
night time there was bleeding from the vagina though 
tiie menstrual period had taken place two weeks before. 
This suggested that perhaps some gross deficiency in the 
blood might be detected, something perhaps in the 
nature of a diminution of the platelets or some pro- 
longing of the bleeding and clotting time. A glance at 
a blood slide showed us that not only were platelets 
markedly lowered but also that we were dealing with 
an acute leukemia of severe degree. The white blood 
count rose rapidly to 280,000, the red cells dropped to 
1,000,000; the vast majority of white cells were mono- 
nuclear, large, and with here and there a few large 
granules in the clear protoplasm. The girl was dead in 
ten days from the onset of her first symptoms. 
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I find very few reports dealing with an onset 
of this sort, which after all must be most 
unusual. It is not likely that the bleeding into 
the bladder gave rise to the acute pain; one must 
look rather to the probability of blood about 
the kidney forcing its way down through the 
peri-renal tissues. A striking detail of this case 
is that the blood smear, taken forty-eight hours 
after the onset of the first symptoms, foretold 
death with certainty. A case not unlike the one 
here reported in the acuteness of abdominal pain 
is detailed by Buyer in the Atlantic Medical 
Journal of June, 1927, in which the severity of 
the abdominal pain was such that the consulting 
surgeon, convinced that a viscus had ruptured, 
was insistent upon an exploratory operation. 
The examination of the blood smear however, 
persuaded the attending physician that the ab- 
dominal pain was probably related to the 
leukemic process. 


Hemorrhage in the brain is mentioned as 
a complication of the myelocytic and more 
chronic forms of leukemia. It is probable that 
in this type of the disease thromboses of blood 
vessels will also be met with, since the platelets 
and fibrin of the blood are not diminished in 
amount. There are few references to cerebral 
manifestations in the acute leukemias, and this 
ease, seen with Dr. Sutton of East Toronto, must 
be noted as a distinetly remarkable one. 


CASE 2 
SUDDEN ONSET WiTH CEREBRAL SYMPTOMS 


M. M., a boy of six years, was taken with a head- 
ache twenty-four hours after a motor trip. He had 
seemed a little dragged-out for two or three weeks, but 
he had been well enough to go down-town on the day 
of his arrival and go through the stores. Less than 
twelve hours after the onset, the child lapsed into a 
semi-conscious state. Dr. Sutton had noticed enlarge- 
ment of the spleen, and had made the diagnosis from 
the stained specimens which he had made at his first 
examination. The child very quickly went into coma, 
but at the examination, twenty-four hours after the 
development of headache, there was distinct clonus at the 
ankle and a very typical Babinski sign on both sides. 
Death occurred forty-eight hours later. 


There were no visible hemorrhages. The white cell 
count rose to nearly 200,000; all the cells seemed to be 
of the large mononuclear non-granular type. 


We were fortunate in getting an autopsy in this 
case and being able to demonstrate the actual leukemic 
nature of the disease. The cerebral symptoms were 
found to be due to the hemorrhages into the ventricles 
and into the pons. There were also hemorrhages of 
large size in the walls of the intestines. It would be 


hemorrhages of this nature, probably, that would give 
rise to abdominal pain such as detailed in the previous 
case. 
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It is common enough in acute leukemias to 
-have tenderness of the bones, particularly the 
sternum, and tenderness of the long bones has 
frequently been noted. It is this tenderness of 
the sternum which, when associated with 
anemia, fever, large spleen and heart murmur, 
is so apt to give the suggestion of subacute 


bacterial endocarditis. Such a suggestion is 


usually made in the absence of opportunity to 
examine the blood smear, but one has only to 
read the articles by Blumer, and by Farley in 
the American Journal of Medical Sciences (Feb. 
and Mar. 1930), to realize that a leukemia in 
its aleukemie state may very readily be im- 
itated by infcetions which give the agranulocytie 
reaction as a result of their influence on the bone 
marrow, or by toxemias which may depress the 
marrow activity. 


CASE 3 
Onset WitH SYMPTOMS OF ARTHRITIS 


In the case now to be reported no autopsy was 
obtained, but the white blood cells ran up as high as 
52,000, and of these, 92 per cent were large mononucicar 
cells. It must further be noted that, although the illness 
began with a slight sore throat, there was no sign of 
angina or mouth ulceration for the six weeks of the 
ehild’s illness during which she was under cbservation. 
A very active tonsillar abscess, which may have eroded 
the carotid artery, was the terminal event of the illness. 
The child had been treated for rickets when she was 
younger, which again may have had some influence on tne 
picture. Since she had a birth palsy, both parents had 
beeen subjected to examination and gave a negative 
Wassermann test. The child had also been treated for 
eretinism, but though backward in her speech seemed to 
be very bright. 

The history, as taken by Dr. Tesky, was that Baby 
kR., aged four and a half years, had been brought to 
him on aecount of the existence of fever and painful 
joints. The hands and right knee had been most affected. 
Neither the fever nor arthritis responded to salicylates. 
There was no improvement under treatment directed 
against rachitis, nor was there any response to thyroid 
extract. There was little also to be noted in the two 
months of the illness save the fever and the recurring 
arthritis. Slight bleeding from the gums and nose was 
always in evidence. The white count, low in the be- 
ginning (4,000 to 5,000)), had shown a lymphocytosis, 
but it was considered that this might be more a mani- 
festation of rickets. As the weeks went on, however, 
the count rose on several occasions to 40,000 or 50,000, 


THE TREATMENT OF SEA-SICKNESS.—According to 
H. Seel sea-sickness is caused by disturbance of the 
semicircular canals and by psychie factors, both acting 
through stimulation of the vagus. Vagotonie — in- 
dividuals are the most likely to suffer. The therapeutic 
effects of atropine and hyoseyamine are, he considers, 
uncertain, possibly because, though they cause peripheral 
inhibition, they stimulate the vagus centre. Starken- 
stein experimented, therefore, with a combination of 
hyoseyamine and scopolamine, since the latter drug in- 
hibits both centrally and peripherally; 1 mg. of these 
alkaloids administered orally beforehand prevented 
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dropping again shortly before death to 5,000 or 4,000. 
The platelets practically disappeared from the circulat- 
ing blood. It was thought that the x-ray treatment 
might have been responsible for this result. No out- 
spoken focus of infection could be demonstrated. The 
teeth, though lacking in enamel, were not considered by 
the child’s dentist to be infected. The child failed 
yuickly, and there developed enlargement of all the 
glands of the body and of the spleen, so that in the 
end the picture of leukemia was accurately reproduced. 
A few days before death deep excavation of the right 
tonsil took place and the child died as the result of 
hemorrhage which probably came from the base of the 
ulcer. ¥i er 


In the light of what we are told to-day about 
the bone marrow response’ in various infections, 
and about the remarkable blood changes which 
may be'seen in infancy, there is doubtless much 
to be asked for in this third case report before 
accepting the acute 
There was unfortunately no autopsy. The gen- 
eral glandular enlargements, however, the en- 
largement of the spleen, the blood count and 
picture are suggestive to a degree, and make one 
feel that leukemia, rather than some type of 
blood reaction, was at the bottom of the child’s 
condition. 


diagnosis of leukemia. 


It is hoped that the detailing of these three 
rather unusual cases will draw attention to the 
fact that in acute leukemia we must always be 
prepared to meet with unusual and interesting 
clinical manifestations. In most of the deserip- 
tions of the leukemias the phrase, ‘‘other hem- 


orrhagic manifestations’’ seems to comprise most 
of the clinical picture. 


A moment’s thought 
makes us realize that under this blanket-like de- 
scription may often lie concealed the most re- 
markable features of the disease. 


Since writing the above paper the contribution of 
Baldridge, et al., in Archives of Internal Medicine, Feb- 
ruary, 1930, has come to our notice. In the study of 
150 cases of lymphoma many instances of leukemia 
come to hand. Baldridge makes the statement that 
arthritis is a not uncommon manifestation of leukemia 
in the young but that it is an unusual complication of 
other forms of lymphoma. He supposes that hemorrhage 
into the joints is the cause of the arthritis. Arthritis 
is not referred to, however, in connection with leukemia 
in the majority of the text-books. 


nausea in rotation experiments. Compounds of the drugs 
with camphorie acid are less toxic, and produce less 
dryness of the mouth, than the more generally used 
sulphates and chlorides. During a somewhat stormy 
Atlantic passage Seel confirmed the efficacy of this 
treatment, which, however, is more successful as a pro- 
phylactic than as a therapeutic measure. The combina- 
tion of scopolamine and hyoscyamine is administered in 
tablet form. In a few very resistant cases, where sick 
ness has already set in, subcutaneous administration is 
said to be necessary as a temporary measure.—Med. 
Klinik 514, Apr. 4, 1930. 
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THREE PRIMARY MALIGNANT EPITHELIAL TUMOURS 
REGION OCCURRING IN 


ANO-RECTAL 


OF THE 
ONE PERSON* 


By D. M. ANnceving, M.D., 


Montreal 


HE literature on multiple tumours has been 

so thoroughly and extensively reviewed by 
many authors, and especially so by Walter,! 
Woolley,* Major,* Herley,* and, most recently, by 
Orr,’ that I will include only the outstanding 
facts and those which are of special interest, in 
recording the following ease. 

Multiple primary tumours have been classified 
in many ways. One classification is as follows: 
(1) tumours; (2) multiple 
benign and malignant tumours; (3) multiple 
malignant tumours. 


multiple benign 


The first two groups are 
such a comparatively commonplace finding that 
we shall consider only multiple malignant tu- 
mours, as it is in these that our interest is centred 
in the case about to be reported. The incidence 
of multiple malignant neoplasms varies markedly 
in different series of cases, some observers stat- 
ing that they are very rare, others believing them 
to be of rather common occurrence. 

The following table is of interest in this eon- 
nection : 








Malignant Neop!asine 


Autopsies with 
Malignant Growth 
Number of cases 


Pereentage 


Observer 





Feilchenfeldé 
Reichmann? 
Nichollss 

von Hansemann9 
Redlich!0 
Gotting! 

Eglit2 

Harbitz13 
Seecof!4 
Junghanns15 
Orr5 

Montreal Gen. Hosp. 


(1901) 507 
(1902) 711 
(1903) 685 
(1904) 1000 
(1907) 1714 
(1909) 1000 
(1914) 631 
(1916) 524 
(1924) 170 
(1929) 4192 
(1930) 1046 
(1930) 910 


13090 





* From the Department of Pathology, the Montreal 
General Hospital. 


Redlich and Junghann’s" series are based on 
‘carcinoma only. The four 
multiple malignant disease found in the records 
of the Pathological Department of the Montreal 
General Hospital are as follows: (1) bilateral 
carcinoma of the breast; (2) bilateral carcinoma 
of the ovary; (3) carcinoma of the stomach and 


eases of eases of 


rectum; (4) three carcinomas of the ano-rectal 
region. 

In reviewing our series of cases we were very 
‘areful to include only those cases which were 
proven histologically to be multiple primary 
tumours. While going through our own records 
we met with so many cases which were doubt- 
careful examination of the 
protocols, that we readily understood why some 


ful, even after a 


observers obtained quite high figures, especially 
those which were obtained before the filing sys- 
tems or the records of autopsies were as com- 
plete and the histological sectioning as thorough 
as they are at present. 

If the occurrence of two primary malignant 
tumours is not considered so rare now as in the 
past, there is no doubt that the occurrence of 
three primary malignant epithelial tumours in 
the same region is an extremely unusual find- 
ing. sartlett?® in a 
multiple primary malignant tumours, excluding 
tumours of the 
ovaries, testicles, kidneys and adrenals, found 


review of 95 eases of 


bilateral primary malignant 


only four cases with more than two primary new 
growths. Since that time I have only been able 
to find reports of five other cases with more 
than two primary malignant new growths, mak- 
ing nine in all. One was reported by Wehner ;"* 
three were reported by Jentzer;'® and the fifth 
by Gigl* was that of a woman with carcinoma 
of the cervix, who developed a rodent ulcer of 
the cheek sixteen years later, and died six years 
later from the with 
metastases. 


carcinoma of lungs 


Everyone grants that multiple tumours denote 
a predisposition on the part of the individual to 
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tumour growth, but as yet no one knows why 
they occur. It has always been considered, how- 
ever, aS a mere coincidence by most authorities, 
e.g., Wells*® and Ewing.”* 

Orr,® in his recent article, has attempted to 
prove that such an occurrence falls within the 
‘law of chance’. By carefully compiling the 
statistics of St. Mary’s Hospital, London, Eng- 
land, he has very convineingly demonstrated that 
the true theoretical expectation of the coinci- 
dence of two malignant tumours, in the absence 
of any other factor, lies between 1.8 per cent and 
2.7 per cent of all cases of malignant disease. 
The incidence is probably nearer the former 
value. The above table will show that most of 
the percentages given there fall well within or 
below this ‘‘theoretical expectation.”’ 

Most of the earlier writers on this subject con- 
sidered multiple tumours to be a system-affee- 
tion, for example, affecting the skin; breasts, 
ovaries and uterus; gastro-intestinal system, ete. 
However, Major,* in a large series of cases, ob- 
served that, ‘‘disregarding the skin, multiple 
tumours do not have a predilection for organs 
of the same system, except for paired organs, 
which is in contrast to the predilection for single 
organs.’’ He observed that, ‘‘malignant growths, 
again disregarding the skin, were more common 
in unrelated organs’’. As an illustration of the 
frequency with which the skin is involved Owen?" 
in 3,000 cases of malignaney found 143 with 
multiple growths; of these 142 were of the skin 
and one of the stomach. Seventy-eight per cent 
of the skin tumours were basal-cell, carcinoma. 

After the above brief review we feel that the 
following case presents so many unusual and 
interesting features which we have not found 
recorded that it should be reported. 


Case Report 

(M.G.H. Hosp. No. 85-380.) Mrs. H., 64 years 
of age, was admitted to the Montreal General Ilos 
pital under the service of Dr. Campbell P. Howard, 
on January 4, 1930, complaining of loss of appetite, con 
stipation, pain in the lower abdomen, and also pain in 
both sides of the chest, shoulders and lower back. 

Family history—Her mother died from carcinoma 
of the liver at the age of 67; her father died from 
carcinoma (site unknown) at the age of 79. 

Personal history.—The patient was born in England. 
She had enjoyed perfect health until the birth of her 
only child, 26 years ago. At this time she had puerperal 
septicemia associated with many subcutaneous abscesses. 
Since that time she had had considerable melena asso- 
ciated with a moderate amount of constipation and 
tenesmus. She had had three miscarriages. 

Present illness.—The patient was compelled to stop 
work about two years prior to her admission, because 
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of general malaise, loss of weight, and anorexia. The 
melena, constipation and tenesmus still persisted. 
About November 15, 1929, she developed extreme pain 
in the lower back and in both lower axilla, and owing 
to the severity of this pain she was forced to go to bed 
and had remained there for six weeks. A short time 
before her admission constipation had been more marked 
the bowels moving only once a week; the lower abdomen 
had become more prominent and she had noted large 
palpable masses in both groins. 

Physical examination.—The temperature rose to 
100.8° on two occasions; pulse, 84 to 108; respirations 
20 to 24 per minute. The patient was an emaciated, 
cachectic-looking woman, who complained of severe pain 
when moved. There was marked evidence of generalized 
arteriosclerosis. Cardio-vascular and respiratory  sys- 
tems were essentially negative. - 

The abdomen was full, especially in the lower half. 
A large firm mass was felt in the region of the cecum 
and numerous smaller masses were felt over the course 
of the transverse colon. These were considered to be 
either scybalous masses or a general carcinomatosis of 
the peritoneum. There was bilateral enlargement of the 
inguinal glands. 

Rectal examination (by Dr. A. T. Bazin).—‘‘A 
painful non-obstructing ulcer is present on the left 
antero-lateral wall of the rectum, measuring about three 
and one-half inches vertically and extending to the anal 
margin, thus explaining the inguinal gland involvement. 
Scybalous masses are felt in the upper portion of the 
rectum. The masses felt in the abdomen may be 
seybalous, but it is seldom that such hard scybale are 
felt in the eexcum. There may be a general carcinoma- 
tosis of the peritoneal cavity. Diagnosis—carcinoma of 
the rectum.’’ 

The Wassermann test was negative. 

X-ray examination showed metastatic deposits 
throughout the lumbar vertebrae and lower ribs on both 
sides. The cxcum and colon were dilated. 

Operation was not considered advisable and the 
patient was given morphia for relief of pain. She died 
five days after her admission and about two years afte: 
the onset of illness, with terminal broncho-pneumonia 
and hypostatie congestion of the lungs. 

Abstract of the autopsy report.—(Montreal General 
Hospital A-30-11). 

The autopsy was performed one hour after death on 
January 9, 1930. The body was that of a fairly well 
developed and poorly nourished white female. Height, 
65 inches. The head was covered with grey hair. No 
scars were noted about the face or body. Several hard 
nodules, about 1.5 em. in diameter, were seen and felt 
in the left axilla at the level of the fifth, sixth and 
seventh ribs. The left supraclavicular lymph-node was 
palpable. The inguinal glands were greatly enlarged on 
both sides. Rigor mortis was commencing; slight hypo- 
stasis; no edema. 

Peritoneal cavity. Many enlarged mesenteric 
lymph-nodes were present, which when sectioned showed 
greyish-white necrotic areas of new growth. Many small 
isolated areas of tumour, also, were scattered through- 
out the mesenteric fat. 

Pleural cavity. There were many dense adhesions 
about the apex and base of the right lung and a few 
fine adhesions about the left apex. There were many 
small tumour masses, varying in size from 0.5 to 1.5 em. 
in diameter, beneath the parietal pleura and attached to 
the ribs. On the right side, the 4th to 8th ribs inelusive, 
were involved, while on the left side the 3rd, 5th 6th 
and 10th were extensively involved. 

Pericardial cavity. Normal. 

Heart. Weight, 300 gm. No evidence of disease. 

Aorta. Marked arteriosclerosis. 

Lungs. Weight, 370 gm. <A few small shotlike 
areas were felt in the apex. (On microscopical ex- 
amination these were found to be carcinoma). 

Spleen. Weight, 170 gm., bluish brown in colour. 
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The stroma was increased and the pulp rather atrophic. 
Liver. Weight, 1,470 gm. The surface was smooth 
and the were sharp. Through the capsule 
many irregularly shaped small yellowish white nodules 
were seen. The cut surface revealed a parenchyma 
studded with these nodules, varying in size from 2 mm. 
to 2.2 em. in diameter. The larger nodules showed 
central areas of necrosis. 

Gall bladder; pancreas; 
genitals. No gross lesion. 

Kidneys. Right, 180 
lesion. 

Gastro-intestinal system. The stomach showed no 
gross lesion. The small bowel was considerably dis- 
tended. The large bowel was found to be filled from 
ceeum to anus with many very hard scybale, varying 
in size 2 to,10 em. in diameter. The whole colon 


edges 


adrenals; bladder; and 


om.; left, 170 


2 em.; no gross 


from 2 
was quite markedly distorted, owing to dense adhesions 
which were broken down with considerable difficulty. 
The mucosa of the central portion of the transverse 
colon was markedly injected. No definite ulceration 
present. 

Just within the anal canal, and filling most of 
rectum one could feel a rather soft tumour mass, ¢p- 
parently situated on the left antero-lateral aspect of 
the rectum. When the bowel was opened a large papil- 
liferous or ecauliflower-like tumour Fig. 1) was 
seen extending upwards from the muco-cutaneous june- 
tion for about S cm. Above this mass the rectum was 
dilated, measuring 16 em. in circumference. The mass 
measured 13 cm. transversely and was 3 cm. high, thus 


the 


(see 


Fic. 1.—To_ illustrate 
tumours of the anus and 
(B)papilloma; (C) adenocarcinoma; (D)  adenocar- 
cinoma ivading the skin; (E) site of squamous-ccii 
carcinoma; (F) site of malignant tumour of peri-anal 
mucous glands; (P) peri-anal skin. 


three primary 
rectum. (A) 


malignant 
dilated rectum; 


encircling the entire rectum with the exception of about 
2 em. of the right rectal wall. There was no obstruction. 
The base roughly measured 8 by 38 em. The tumow 
was purplish red in colour, the faces adjacent to it 
being blood-stained. There were two quite firm areas 
present at the muco-cutaneous junction Fig. 1, 
CD and EF). The larger area, C, was irregular in 
outline and measured 2.5 em. in diameter. A darke1 
smaller area, D, could be seen encroaching upon tie 
peri-anal skin. The area C was yellowish grey in colour, 
elevated slightly above the anal mucous membrane and 
the was absent. The other nodule, E, F, was 
situated more to the left and measured about 1.7 em. in 
diameter, and was separated from the area C, D, by 
an area of intact smooth mucous 
wide. 


(see 


mucosa 


membrane 1.5 em. 


This nodule, E, F, was quite firm, depressed, and 
ulcerated centrally, while the edges were hard, elevated 


and rounded. The central part, E, was dark, while the 


lower part, F, was much firmer and greyish-white in 
colour, being considerably elevated above the peri-anal 
skin. 

Microscopical examination. 
tion taken through P, C, B, Fig. 1, composed of  peri- 
anal skin (1), adeno-carcinoma (2) and an area of 
benign papilloma (3). 

Fig. 3 is a high power photomicrograph of an area 


Fig. 2—This is a sec- 


Fic. 2.—A section through area P, C, B, Fig. 1, to 
illustrate (1) peri-anal skin; (2) adenocarcinoma; (5) 
papilloma. 


Fic. 3.—To illustrate adenocarcinoma. Photom:cro- 


graph taken from area 2, Fig. 2. 


Fic. 4.—Section taken through P, F, E, B, Fig. i, 
to illustrate (1) peri-anal skin; (4) papilloma covered 
with stratified squamous epithelium; (5) overlapping 
area of epidermis; (6) tumour of the mucous glands; 
(7) squamous-cell carcinoma; (8) papilloma. 
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in Fig. 2, area 2, showing a typical one-layered columnar- 


cell adenocarcinoma, which composed the bulk of the 
section and was seen to .be invading the muscularis 
mucosa as well as the muscular coats of the anus. 

Fig. 4 is a photograph of a section taken through 
the nodule E, F, shown in Fig. 1. This shows well the 
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and staining power. The nuclei are large and vesicular 
and the cytoplasm seanty. A few mitotie figures 
are seen. Most of the peri-anal epidermis in the region 
from which the section described above was taken shows 
a fairly diffuse infiltration with tumour cells similar to 
those of the tumour (10) just described. There are also 





Fic. 5.—To illustrate squamous-cell carcinoma from 
Fig. 4, area 5. 


peri-anal skin (1), a large papillomatous area (4) 
covered with stratified squamous epithelium and over 
that a smaller somewhat similar projection (5). These 
two outgrowths of tissue correspond to the whitish 
elevated area F in Fig. 1. The area (7) proved to be 
a typical squamous cell carcinoma which in this section 
is covered by adenocarcinoma. The squamous cell car- 
cinoma extends upwards to the lower surface of the 
papilloma where it has replaced the columnar epithelium 
on the lower surface of the adjacent papilla. The 
lighter, rather fuzzy, area (6) proved to be a third type 
of tumour of which mention will be made later. 

A section of typical squamous-cell carcinoma witii 
pearl formation is seen in Fig. 5. This is the car 
cinoma deseribed in Fig. 4, 5. Prickle cells and cancei 
pearls are abundant. All the metastases found in the 
liver, lungs, lymph nodes, vertebrae and ribs were of the 
squamous cell type. This was the only type of tumour 
tissue found other than that at the primary site of tie 
new growths. A section of the metastases in the ribs 
(Fig. 6) shows squamous-cell carcinoma, with cancer 
pearls and prickle cells. 

The third tumour (Fig. 7) composed the small 
nodule F, in Fig. 1. This photomicrograph was taken 
from Fig. 4, area 6, and demonstrates the following 
points: perianal skin (9), tumour (10), stroma (11), 
and a small clump of metastatic squamous-cell carcinoma 
in a lymphatie (12). 

This tumour lies just beneath the peri-anal skin 
(7) and is composed largely of odd-shaped glanduiar 
formations of various sizes, which have a rather vacuo- 
lated or spongy appearance, and are separated by a 
considerable amount of fibrous connective-tissue stroma 
(11). The individual alveoli are composed of columnar 
epithelium which is two or three cells deep, and througi- 
out large pale cells are scattered, with a spongy looking 
cytoplasm. 

The lumina are fairly large and contain a considet 
able amount of debris and degenerated epithelium. The 
contents of these alveoli readily stain red with the 
mucicarmine stain—a differential stain for mucus. The 
individual tumour cells vary considerably in size, shape 





Fic. 6.—To illustrate metastatic squamous-cell car- 
cinoma in the ribs. 





Fic. 7-—To illustrate the malignant tumour of the 
peri-anal mucous glands from area 6, Fig. 4. (9) peri- 
anal skin; (10) tumour; (11) stroma; (12) metastases 
of squamous-cell carcinoma in a lymphatie. 


among the epidermal cells many large cells, with clear 
cytoplasm, often occurring in pairs, which are identical 
histologically with the so-called Paget’s cell seen in 
Paget’s disease of the nipple.’’ 


We believe that this tumour arises from the 
peri-anal mucous glands which are present in 
the human being and are analagous to the scent 
and sex glands of lower animals. 
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We have been unable to find any record of 
such tumour (Fig. 7) in a human being and 
to determine the exact origin of it has entailed 
considerable study and requires a knowledge of 
the normal structures about the ano-rectal 
region. Montpelier** has reported a case of a 
tumour the size of an apple arising from the 
peri-anal glands of a dog, which corresponds 
closely to our own tumour. 

Prof. P. Masson** of the University of Mon- 
treal, informs us that he saw a similar tumour 
while in Strassburg in 1922. This tumour was 
situated about the anus and was about 2 em. in 
diameter. It was excised, but recurred. The 
patient did not return. The new growth was 
‘*spongy’’ and ‘‘alveolar’’, presenting a similar 
histological picture to our own tumour. 


SUMMARY 


1. In so far as we can determine, this is the 
first case recorded in which three primary mal- 
ignant, tumours are so closely related anatomi- 
eally. 

2. All the metastases were from the squamous- 
cell carcinoma, and non from the adenocar- 
cinoma, which is unusual. 

3. The presence of a malignant tumour of the 
peri-anal mucous glands, which formerly fune- 


tioned as sex and scent glands. 


HEMORRHAGE IN GASTRIC AND DUODENAL 
Utcer.—John J. Gilbride that 


variable amounts occurs in more than 95 per cent of all 


GROSS 


asserts bleeding in 


cases of gastric and duodenal ulcer. Occult blood may 
be found in the gastric contents, in the feces or in both. 
The same is true in gross bleeding. Eleven of the 
twenty-one proved cases of ulcer included in this 
analysis of twenty-seven cases occurred in a group of 
217 patients with proved ulcer, nearly all of whom were 
ambulant. This is 5.07 per cent, or a ratio of 1 to 19.7. 
The histories of these patients show clearly that recur 
rences of symptoms are frequent; that in many in- 
stances the patients recover from the attacks without any 
special medical attention, and that attacks of ulcer 
symptoms may or may not recur. This course is more 
often true in cases of duodenal ulcer than it is in cases 
of gastric ulcer. Duodenal ulcer responds better to treat- 
ment that does gastric uleer. Obstruction is caused more 
frequently by duodenal ulcer than by gastric ulcer. 
According to Gilbride’s observations in this group oi 
cases, the blood is vomited in gastric ulcer and the 
presence of large amounts of blood in the stools is infre- 
quent. In duodenal ulcer the hemorrhage shows in the 
stools and it is only rarely that patients vomit blood. 
Blood in the vomitus is always noted by the patient, but 
the presence of blood, even in large amounts, in the 
feces may be entirely overlooked. Hemorrhage occurs 
into the stomach in gastric and duodenal ulcer without 
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4, The invasion of the epidermis with tumour 
cells, presenting a picture similar to Paget’s dis- 
ease of the nipple. 


In conclusion I wish to express my thanks to Dr. 
L. J. Rhea for the encouragement, advice, and aid which 
he has given me in the preparation of this report. 
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pour 


the patients vomiting blood. Some of these patients with 
gastric ulcer had only a single large hemorrhage; other 
patients had several hemorrhages of moderate size. <A 
few patients had recurrent large hemorrhages. In those 
instances the hemorrhages recurred after intervals of 
from six months to a year. Gross bleeding into the 
intestine from duodenal ulcer may occur as a single 
large hemorrhage, but what occurs more frequently is 
a series of hemorrhages extending over a period oi 
several days. It is difficult even to approximate the 
quantity of blood lost in hemorrhage into the intestine. 
The smaller hemorrhages of from 150 to 300 ¢.e. or even 
500 ec. are more often seen. These hemorrhages may 
recur. A clinical diagnosis alone was made in only six 
cases; roentgen examination was done in ten; roentgen 
examination and operation in seven, and operation alone 
in four. The total number of proved cases of ulcer was 
twenty-one. There were ten cases of gastric ulcer and 
seventeen cases of duodenal ulcer. Hematemesis was 
present in the ten cases of gastric ulcer; melena was 
present in two. Hmatemesis and melena were present 
in two eases. Of the seventeen cases of duodenal ulcer, 
melena was present in all seventeen. Hematemesis was 
present in one. Reported blood counts and the taking 
of the blood pressure at regular stated intervals, every 
day if necessary, or every second or third day if con- 
ditions are permissible, furnish valuable data at to the 
course of the disease.—/J. Am. M. Ass. 94: 1746, May 31, 
1930. 
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ALLAN: 





HE case described here is that of V. F., a 
white female, aged 48 years, who was ad- 
mitted to the Montreal General Hospital because 
of severe pains in the chest. A diagnosis of 
coronary thrombosis was made. This was con- 
firmed at autopsy. 

The special point of interest to us here, how- 
ever, is the accidental finding at the post-mortem 
examination of a diverticulum in the greater 
curvature of the fundie portion of the stomach. 
A carefully elicited history, including an inquiry 
into any gastro-intestinal disorders, failed to 
reveal any symptoms arising from this anomaly. 

The autopsy showed coronary thrombosis and 
generalized arteriosclerosis. The incidental find- 
ing of the diverticulum was noted as follows :— 
‘*The stomach is slightly dilated and occupied its 
normal position in the left upper quadrant. No ad- 
hesions or fibrous tissue bands are found involving the 
serosa of the organ. In the fundie portion of the 


stomach, on the greater curvature, and approximately 
6 em. from the cardio-esophageal junction, there is a 

















Fig. 1.—Showing external view and_ longitudinal 
section of the diverticulum. 


CONGENITAL DIVERTICULA OF STOMACH 


CONGENITAL DIVERTICULA IN THE 
FUNDUS OF THE STOMACH* 


By Warpe B. ALLAN, B.A., M.D., 
Montreal 














GREATER CURVATURE OF THE 





lying tissues, and there is no evidence of an old or 
recent ulcer in or about it. The pouch contains gastrie 
contents in which there is no blood. The margins of 
the diverticulum are sharp, as if the muscular layers 
were not intact beyond the stoma, or that they formed 
a ring at this point. There are no other diverticula in ~ 
the gastro-intestinal tract.’’ 


The following microscopical description is 
based upon numerous longitudinal sections 
through the entire diverticulum, including the 













Fig. 2.—Low power magnification of the divertieu 
lum and adjacent gastrie wall. 


regular globular outpouching, approximately 4 cm. in 
diameter (see Fig. 1). This, a diverticulum, is rounded 
smooth, mobile, free from adhesions and_ retractions. 
It is thin-walled and appears to be made up entirely of 
mucous membrane and serosa. The mucous membrane, 
which is continuous with the remainder of the gastric 
mucosa is intact, smooth, freely movable over the under- Fic. 3.—Junction of the diverticulum and normal 
—— stomach wall, showing the thinning of the muscular 

* From the Department of Pathology, the Montreal elements. ‘‘A’’ is gastric mucosa; ‘‘B’’ is the wall 
General Hospital, Montreal. of the diverticulum. 
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adjacent stomach wall, which have been stained 
with differential stains. 


‘*The section reveals a diverticulum (Fig. 2) wiih 
the adjacent gastric wall intact. The mucous membrane 
of the diverticulum and the stomach is continuous and 
shows no evidence of inflammation. Throughout the wall 
of the diverticulum the muscularis mucosx is intact, 
but is very definitely hypertrophied. The muscular 
layers of the stomach (Fig. 3) are generally defined 
quite clearly, but as the border of the diverticulum is 
approached the circular layer is seen to thin out and 
end abruptly. The longitudinal layer is also thinned 
out, but extends slightly further along the wall of the 
diverticulum, than the circular layer. The 
intact, its vessels are slightly dilated and no inflamma- 
tory process is soon in or about it.’’ (Fig. 4). 


serosa is 


Fic. 4.—Illustrates the thickened muscularis mucose, 
the dilated vessels, and the absence of any inflammatory 
lesion. 


Both the gross and microscopical findings 
lead us to conclude that we are dealing with a 
diverticulum of the stomach of the congenital 
type, as opposed to the acquired variety. 


DISCUSSION 


The stomach originates as a fusiform dilata- 
tion of the foregut which takes place about the 
fourth week of fetal life. The gradual inerease 
in size and the rotation of the stomach are well 
known. 


Tracing the course of the develop- 


ment of the stomach, it is easy to understand 


that any retardation or any other interruption 
in development might readily result in some 


malformation or anomaly of this organ. 

Krom the standpoint of comparative anatomy 
it is interesting to note that in the pig there is 
no true fundus of the stomach, but there 1s a 
diverticulum which corresponds to the fundus 
in the human subject. 
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The origin of congenital diverticula of tix 
stomach is a matter of considerable conjecture. 
It is Sir Arthur Keith’s belief? that the wall of 
the stomach is weak all around its junction 
with the wsophagus, so that under certain con- 
ditions a pouch may develop at some point in 
result of increased intra- 
Others believe that the ar- 
rangement of the musculature makes the lesser 
curvature a therefore 
Again, it has 
the 
lesser curvature is a pressure point on food 


this situation as a 
gastric pressure, 

weak point and the 
possible site of a diverticulum. 
been proved by x-ray examination that 


entering the stomach, and this is offered as an 
explanation why diverticula are more common 
in this location. On the whole, the explanations 
may be adequate for the occurrence of diver- 
ticula on the lesser curvature, but no conclusive 
proof is offered for their occurrence in other 
parts of the stomach. 

Diverticula have been exhaustively studied 
by Akerlund and it is he who describes two 
types, namely: (1) aequired; (IL) congenital. 

The acquired type, which is reported with 
relative frequency, usually arises at the site of 
old adhesions and ulcers. The adhesions and 
evidence of the inflammatory process are seen 
This 
variety does not concern us now, but it is the 
congenital type with which we wish to deal. 

The congenital diverticulum usually arises on 


in the gross and verified microscopically. 


the lesser curvature near the cardio-@sophageal 
juncture, as has been explained above. The case 
the 


near ‘the eardio-csophageal junction. In 


described oceurred on curvature 
the 


literature there was only one other case of a 


ereater 


diverticulum found on or near the greater curva- 
ture. This was reported by Dr. Charles G. 
Sutherland? in 1925. The diverticulum was near 
the greater curvature on the posterior wall and 
situated in the pyloric portion of the stomach. 
The congenital diverticulum is rounded, smooth, 
mobile, with no infiltration around it, 
retraction. 


and no 
It invariably shows food residue 
when the stomach is empty. 

So far as could be obtained from the current 
literature there are about 30 reported cases in 
all. Due to the scanty literature and incomplete 
description, it is difficult to determine the types 
found and the relative sex incidence. However, 
in the 13 of the more completely reported cases, 
9 occurred in women and 4 in men. The text- 
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books on pathology make but a passing comment 
on or ignore this type of anomaly. 

For the most part no history of any symp- 
toms can be elicited. However, in some cases 
reported the history simulated the complaints 
frequently met with in gastric ulcer, gall bladder 
disease, and chronic appendicitis. To illustrate 
this point, it is interesting to cite a case of a 
woman who gave a typical history of chole- 
cystitis. A barium x-ray examination was made 
prior to operation and a diverticulum of the 
stomach was noted. The gall bladder was re- 
moved, but within one year she returned with 
the same symptoms, and the barium series again 
revealed the diverticulum. This was removed at 
a second operation and the cure was complete. 

So far as could be learned from the literature, 
gastric diverticula have not been attended by 
any accidents such as strangulation, gangrene 
and perforation. In only one case was there any 
evidence of a lesion and this was in a patient 
complaining of tarry stools. In this case there 
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was an acquired diverticulum in the pylorus of 
the stomach, at the site of an old ulcer. 

The diagnosis of such anomalies is for the 
most part purely accidental, the condition either 
being discovered in a routine x-ray examination, 
at operation, or at autopsy. 

The treatment, of course, cannot be specified 
since these diverticula do not give rise to symp- 
toms. If they are not symptom-free and can 
be recognized, excision is the desirable method 
of therapy. 

SUMMARY 

The case referred to is one of a true congenital 
diverticulum of the stomach, appearing in an 
unusual situation in the greater curvature of the 
fundus of the stomach, and was, as in the ma- 
jority of cases, a purely accidental finding at 
autopsy. 
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ON HYPERSENSITIVENESS TO QUININE* 


By J. F. Burcess, M.B., anp B. Usuer, M.D., 


Montreal 


N view of the apparently increasing prevalence 
in Canada of cases of dermatitis or eczema 
(these terms may be regarded as synonymous) 
of the beard region in males, with which various 
common face lotions (‘‘after-shave’’) have been 
associated, and for which they have even been 
held responsible, it was decided to make an in- 
vestigation regarding the manner in which this 
-dermatitis is precipitated. 

It may be noted here that clinical evidence 
would seem to indicate that. such cases have 
been apparently observed only in Canada. From 
information derived as a result of informal 
talks with dermatologists of the United States, 
the condition has not been observed there. 

Another point to be observed is that the Can- 
adian Government demands that where alcoholic 
lotions are prepared either quinine or diethyl- 
phenylpthalate be added to the preparation as 


*From the Department of Dermatology, Montreal 
General Hospital, with the technical assistance of Miss 
iHelen Macoun. 


a denaturant. On account of the irritating and 
burning sensation produced by diethylphenyl- 
pthalate, quinine is used almost without excep- 
tion in this connection. 

For the purposes of this report, the particular 
lotion which was tested will be designated as 
**X’’, this lotion containing one-half per cent 
of quinine as a denaturant. A similar lotion 
having extract. of colocynth, one-half per cent, as 
a denaturant (to be designated as ‘‘Y’’), was 
also tested. 

The investigation proceeded along these lines. 
Firstly, an examination and study were made of 
a series of cases which did not show any evidence 
of ‘‘X’’ dermatitis, with the idea of determining 
whether in such a series of individuals there was 
any evidence of idiosynerasy, i.e., an inherited 
or inborn hypersensitivity to either ‘‘X’’ or to 
one of its ingredients. For this purpose a series 
of approximately 200 persons who presented 
themselves on account of varied complaints at 
the dermatological clinic of the Montreal Gen- 
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eral Hospital was chosen. It may be noted here 
that many of these were of the allergic or 
hypersensitive type, as evidenced by a condition 
of urticaria or eczema. -In a great many there 
was no history of a previous allergic condition, 
nor did they show any present manifestation. 
Secondly, an investigation was made of specific 
cases which, clinically, we labelled as manifesting 
“*X’’ dermatitis. 

The method chosen was to apply to the normal 
skin of a person, after the method of Bloch, 
solutions of the various ingredients of ‘‘X’’, 
namely, pure glycerine, pure ethyl alcohol, es- 
sential oils or perfumes and a one-half per cent 
solution of quinine. At the same time a further 
check was made by applying along with these 
ingredients ‘‘X’’ and also ‘‘Y’’. Samples of 
these were obtained in the open market. Small 
pledgets of gauze were soaked in the solution to 
be tested and applied to the skin; over this oiled 
silk was placed and the edges sealed with 
adhesive plaster and left for over a period of 
twenty-four hours. The dressing was then taken 
off and the observations recorded. A further 
check was made at the end of seventy-two hours 
for the possibility of a delayed reaction. Posi- 
tive reactions were considered when there was 
definite erythema, plus vesiculation or exuda- 
tion with crusting. Simple erythemas were not 
considered positive reactions. 

The results in this series of eases are instruc- 
tive. The persons tested are such as might be 
met with in everyday life, 2.¢., apart from a 
hospital. In the series the only positive reac- 
tion obtained was in one ease in which a positive 


reaction to quinine was obtained and as a check, 


against this a positive reaction to ‘‘X’’ was 


correspondingly obtained. There were no reac- 
tions to ‘‘Y’’. These persons had not been tak- 
ing quinine, nor had they been in the habit of 


It would 


using a lotion containing quinine. 
therefore seem that hypersensitivity or idiosyn- 
erasy to quinine does not commonly exist (in 
this series one-half per cent), and therefore an 
idiosynerasy to quinine cannot account for the 
occurrence of numerous cases of dermatitis re- 


sulting from after-shave lotions. It may be 
further noted here that no other ingredient gave 
a positive reaction whatever, 2.e., the reactions 
in this series of cases to alcohol, glycerine, es- 
sential oils were entirely negative. 

Of the numerous eases of ‘‘X’’ dermatitis seen 
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the following were selected for record here by 
reason of the fact that it was possible to carry 
out certain detailed investigations in regard to 
their reactions. 


CASE 1 


A. D. H., male, aged 30. In June, 1928, he pre- 
sented an exudative dermatitis of the beard region. 
He had been using a face lotion for the previous 
month. This cleared up under treatment with cessa- 
tion of the use of the lotion. On December 16, 1929, 
he took quinine tablets on account of a cold. He 
then developed, twenty-four hours later, an exudative 
eczematous reaction limited to the beard region. On 
December 19, 1929, he was tested to ‘‘X’’, alcohol, 
essential oils, glycerine, quinine and ‘‘Y’’. No posi- 
tive reaction resulted. This man had become sensitized 
to quinine, that is to say, only at the site of contact, on 
the face. 

CASE 2 

I. H., male, aged 49. In January, 1929, he de- 
veloped an acute erythematous, vesicular eczema of 
the face following the use of a face lotion over a 
period of two months. In June 19, 1929, he took am- 
moniated quinine internally and a similar eruption 
developed on his face. In November, 1929, following 
the use of ‘‘X’’, he again developed an eczema of the 
face. On December 11, 1929, tests to ‘‘X,’’ quinine, 
essential oils, glycerine, alcohol and ‘‘Y’’ were nega- 
tive. He was retested on December 14, 1929. The 
reactions were again negative. On January 13, 1930, 
when he was quite cleared up, he applied one-half per 
cent quinine solution to the face. After one applica- 
tion he developed an eczematous eruption over the 
beard region. On January 15, 1930, he rubbed in one- 
half per cent quinine solution into the arm, for one 
week. No reaction resulted on the arm or on the 
face. 

This man again showed only a local sensitization 
to quinine. 


CASE 3 


A. E. R., male, aged 24. He showed on December 
30, 1929, an exudative erythematous, patchy, scaly 
eczema of the face. He had been applying an after- 
shave lotion to the face over a period of three 
months. His tests were as follows, ‘‘X’’ positive xxx, 
quinine positive xxx, alcohol negative, glycerine nega- 
tive and essential oils negative. He was given on 
January 9, 1930, quinine grs. 2. No reaction resulted. 
Here we have a general sensitization of the skin 
surface to quinine, as shown by positive tests to quin- 
ine and ‘‘X’’, 


CASE 4 


E. 8., male, aged 24. On January 18, 1930, he pre- 
sented an acute erythematous scaly eczema of the 
face. There was history of using a face lotion about 
every second day for two months. Reactions showed 
quinine positive xxx, ‘‘X’’ positive xxx, alcohol nega- 
tive, glycerine negative, essential oils negative and 
‘““Y’? negative. At the end of 24 hours the reactions 
were slight; in 72 hours these reactions showed an 
increased intensity, there being crusting present. By 
January 25, 1930, under treatment this had cleared. 
He then rubbed in ‘‘X’’ to the face and upper arm. 
He developed an exudative vesicular eczema within 8 
hours on the face and upper arm. On February 2, 
1930, he had again cleared of the eruption. He was 
then given quinine, gr. 2, by mouth. In eight hours 
he developed an acute, edematous eczema of the 
face, including the eyes, and of the extensor aspects 
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of both arms. This subsided under treatment. <A 
widespread sensitization to quinine had occurred here, 
with the occurrence of positive tests to quinine and 
a widespread reaction on its ingestion, with a focal 
exacerbation on the face. 


CASE 5 


R. C., a male, aged 30, presented an exudative 
eruption on the face of an eczematous nature. He 
had been using ‘‘X’’ for two weeks. The reactions 
to ‘‘X’’ and quinine were positive and reactions to 
alcohol, glycerine, essential oils and ‘‘Y’’ were nega- 
tive. At the height of these reactions he developed 
a flare-up of the facial condition. 


CASE 6 

R. G., a male, aged 40, showed an exudative eczema 
of the face and neck. He had used ‘‘X’’ for two 
months. This subsided under treatment. One week 
later he rubbed in ‘‘X’’ on the arm, with the produc- 
tion of an acute eczematous reaction both on the face 
and on the area of contact. Quinine given internally 
produced no reaction here. 


CASE 7 


D. L., a male, aged 21, showed clinically an ‘‘X’’ 
dermatitis of the face. The reactions to quinine, 
“*X’’, glycerine, essential oils, alcohol and ‘‘Y’’ were 
negative. Further investigation was not possible as 
he disappeared from view. 


CASE 8 


F. R., a male, aged 38, presented an acute, eczema- 
tous, crusted eruption of the beard region. He had 
been using ‘‘X’’ over a period of three weeks and the 
eruption developed two weeks later. His reactions to 
quinine and ‘‘X’’ were positive. The reactions to 
alcohol, glycerine, essential oils and ‘‘Y’’ were negative. 


CASE 9 


oO7 


C. C., a male, aged 27, presented an acute edema- 
tous, erythematous and exudative eczema of the face 
and neck of three days’ duration. He had been using 
‘*X’’ for one month. The reactions were quinine xxx, 
«*X’? xxx, glycerine, alcohol, essential oils and ‘‘Y’’ 
all negative. At the height of his reactions he showed 
an acute flare-up of the lesions of the face. 


CASE 10 


E. B., a male, aged 37, presented a scaly, erythe- 
matous and exudative eczema of the arms and face. 
There was a history of ‘‘X’’ having been applied to 
the face after shaving over a period of twelve months. 
The eruption had been present over a period of eight 
months. In his occupation he was accustomed to mix- 
ing paint and he was therefore tested out at the same 
time to the various ingredients to which he was ex- 
posed. The results were: positive to quinine xxx; 
positive to varoline xx; to ‘‘X’’ xxx; negative to 
alcohol; negative to glycerine; negative to essential 
oils; and negative to ‘‘Y’’. Following these reac- 
tions an intense flare-up of his eczema developed, 
necessitating admission into hospital. After a period 
of two months he has gradually improved. This man 
showed multiple hypersensitivity, and his eezema may 
have been due to a combination of both factors. After 
two months he is practically clear, but on account of 
his acute hypersensitivity further tests have not been 
considered advisable. 


These cases are recorded because of the in- 
formation which had been obtained from an in- 
vestigation of their reactions. Other cases have 
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been seen, but it was not possible to make a more 
detailed investigation. 

From a consideration of the eases here re- 
corded it may be noted that the history defi- 
nitely shows that nearly all the cases had ap- 
plied and rubbed in an after-shave face lotion 
over a period of time before developing any 
eruption, so that there was no question of an 
idiosynerasy, but rather of a gradually develop- 
ing sensitization. It is to be noted that the 
positive reactions were only obtained with solu- 
tions which contained quinine, and a further 
investigation by means of clinical reproduction 
of the dermatitis showed conclusively that quin- 
ine in alcoholic after-shave lotions was _ re- 
sponsible for the eruption. Certain of these 
persons had been sensitized to quinine so that 
quinine applied to other parts of the body sur- 
face caused an eczematous reaction. Then again, 
certain cases are recorded in which sensitization 
was limited to the part to which quinine had 
been applied which, in these eases was the face. 
Tests of these solutions on other parts of the 
body gave negative reactions, but the proof of 
the sensitization rested on the reproduction of 
the eezema by applying either quinine or ‘‘X”’ 
to the sensitized area. Certain of our eases, 
further, showed sensitization to quinine when 
given by mouth; others again failed to show 
reactions. 


GENERAL CONCLUSIONS 

In our experience an increasing number of 
eases of mild to severe eczema of the face are 
occurring, associated with and due to a sensiti- 
zation to certain alcoholic after-shave lotions, in 
some eases necessitating hospital care. 

A study ot 200 persons, as met with in the 
dermatological clinic of the Montreal General 
Hospital, shows that an idiosynerasy to quinine, 
and therefore to lotions containing quinine as a 
denaturant, is not common. 

A study of specially investigated cases of 
dermatitis from after-shave lotions shows: (1) 
that individuals become sensitive to alcoholic 
after-shave lotions by repeated contact over 
varying periods of time; (2) that in all cases 
one ingredient only is the cause of this eruption, 
namely quinine; (3) that in certain eases a gen- 
eral hypersensitivity of the skin would appear 
to be acquired; that in a number of eases, again, 
a local hypersensitivity alone occurs. 
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In no case have we been able to show a hyper- 
sensitivity to a Jotion containing colocynth as a 
denaturant. 

On account of the widespread use of aleo- 
holic after-shave lotions it is felt that, from the 


THE PREVENTION OF CONGENITAL 
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standpoint of public health, the present use of 
quinine in such lotions is to be deprecated, and 
some other substance should be used which does 
not cause irritative and later eezematous condi- 
tions in the skin. 


SYPHILIS* 


By E. J. Trow, M.B., 


Associate Professor of Medicine, in charge of Dermatology, University of Toronto, 


Toronto 


OF the important diseases affecting mankind 

none show a wider difference in reaction and 
clinical manifestations in the two sexes than does 
syphilis. In the medical literature of the past 
innumerable references have been made to the 
apparent milder quality of this infection in the 
female, and its tendency to become latent during 
the child-bearing period, due possibly to some 
indefinite immunity developments at that time. 
In spite of this apparent latency or mildness of 
clinical reaction, syphilis may, and frequently 
does, reveal itself in the children of these 
syphilitic mothers as congenital syphilis. It is 
therefore, of the utmost importance that these 
mothers be most carefully searched out, in the 
hope that by treatment many, if not all, of these 
fetal deaths may be avoided. 

It is not uncommon to have women come to 
the clinics who have at various times in the past 
had miscarriages and have given birth to dead 
children, and even congenitally syphilitic chil- 
dren, without the cause being suspected. It is, 
therefore, most important that where fetal acci- 
dents have occurred a chronic infection such as 
syphilis should at least be ruled out. 

It is clear that coneeptional syphilis may occur 
without sign or symptom until a frankly syphili- 
tie child is born, but later, when the child-bear- 
ing period is over, may manifest itself in many 
striking ways. The ideal in the prevention of 
congenital syphilis would be reached if the in- 
fected future parents could be brought under 
treatment and rendered non-infectious before 
marriage, and, of course, one should not allow 


* Read at the meeting of the Section of Preventive 
Medicine and Hygiene, Academy of Medicine, Toronto, 
November 28, 1929. 


marriage until a cure is obtained. Patients, 
however, often marry before getting permission, 
and in so doing run the risk of having children 
infected with the disease. The purpose of this 
paper is to point out the undoubted value of 
treatment during each pregnancy in the preven- 
tion of congenital syphilis. 

The forty-three syphilitic mothers dealt with 
in this summary were all attending the special 
treatment clinic at the Toronto General Hos- 
pital, and were chosen because of the fact that 
almost complete records were available in all 
cases, both before and after treatment. The 
clinical and serological examinations of the 
mother were conducted in the various clinics of 
the Toronto General Hospital, and the examina- 
tion of the children by the outdoor or the indoor 
staff of the Hospital for Sick Children. In the 
eases of children dying after birth an autopsy 
frequently confirmed the clinical diagnosis. 

The cases are divided into four groups: (1) 
where both father and mother are infected; (2) 
the mother infected, but the father negative; 
(3) the mother a congenital syphilitic, the father 
negative; (4) the mother infected, the children 
illegitimate. 

In the first group, consisting of twenty-two 
patients, both the mother and father were syphil- 
itic. The history in most of these cases shows a 
sameness regarding the original infection, 1.¢., 
the father contracted the disease before mar- 
riage, later infecting the mother. It is not 
within the bounds of this paper to go into the 
means whereby the infection is transferred from 
mother to fetus, except to say that we believe 
that. the transmission occurs through the ma- 
ternal placenta in the vast majority of cases, 
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and that those instances of congenital syphilis 
reported where the mother was not syphilitic 
are too rare to alter our views. 

The time during pregnancy in which infec- 
tion is likely to be transmitted seems to he 
pretty well agreed upon, as many excellent 
observers have reasons for assuming that in- 


TABLE I 
Group 1.—(BoTlt FATHER AND MOTHER HAD SYPHILIS) 


22 CASES 
RESULT OF PREGNANCIES BEFORE AND AFTER TREATMENT 


Miscarriages 

Still births 

Living children, 
H.S.C.) 

Living children non-syphilitie (7 born before 
fection) 

Dead children, syphilitic 

Dead children, non-syphilitie (tested at H.S8.C.) 


syphilitic (under treatment 


Misearriages 

Still births 

Living children, syphilitic 

Living children, non-syphilitic (24-—-Wass. Neg. 
4 healthy children—no record of test) 

Dead children, syphilitic 

Dead children, non-syphilitic 


Failurés—3 
1. Mother received only Ung. hydrargyri. 
2. Mother had 3(914), 7(Hg. sal.) Hg. protoiodide. 
3. No treatment. 


fection of the fetus usually does not occur 
before the fourth or fifth month. They are of 
the opinion, too, that it may oceur much later in 


pregnancy. This fairly late transmission of 
the infection to the fetus may account for some 
of our good results in treatment. In many of 
our cases treatment was not started until late, 
yet where that treatment was of a suitable type 
our results were uniformly good. In this 
group the probability of the infection of the 
fetus is clearly shown by Table I, 7.¢., before 
treatment one notices that of the forty-four 
pregnancies only five living non-syphilitic 
children and two dead non-syphilitie children 
result; whereas, in this same group, after 
treatment was given, of thirty-two pregnancies 
twenty-eight non-syphilitie children were born. 

It has been said that in syphilis the virus 
gradually becomes attenuated, and that where 
the infection is of long standing the fetus will 
probably escape. In this group, however, five 
of the mothers had had the infection some 
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years, yet until treatment was given fetal 
deaths had occurred. 

It is our belief that treatment should be ad- 
ministered during each pregnancy, and as early 
in the pregnancy as possible. It has been stated 
by several investigators that a combined course 
of mercury and salvarsan should be given in the 
middle of pregnaney, because that is the time 
when the fetus is most likely to become infected. 
The different schemes of treatment may, of 
course, be widely modified, yet a glance at our 
failures suggests that salvarsan or one of its 
derivatives is essential. One failure in this group 
is noted where an arsenical was used, but in this 
case not until late in pregnancy, possibly a con- 
siderable time after the fetus had become in- 
fected. It is felt that even though treatment of 
the syphilitic mother has been given already 
succeeding pregnancies still require treatment 
in order to prevent fetal accidents. 

The second group of twelve cases, where the 
father was not syphilitic but the mother in- 
fected, shows clearly the liability to fetal 
infection. Of the twenty-nine pregnancies be- 
fore treatment only four living non-syphilitie 
children resulted, as two healthy children were 
born before infection. 


TABLE IT 
GROUP 2—(MOTHER POSITIVE; FATHER NEGATIVE) 
12 CasEs 
RESULT OF PREGNANCIES BEFORE AND AFTER TREATMENT 


Before 
Miscarriages 
Still births 
Living children, syphilitic 
Living children, non-syphilitie (2 
fection) 
Dead children, syphilitic 
Dead children, non-syphilitic 


born before in- 


Misearriages 

Still births 

Living children, syphilitic 
Living children, non-syphilitic 
Dead children, syphilitic 

Dead children, non-syphilitic 


Failures—1 
1 Miscarriage—mother’s treatment 6(914), 
hydrargyri. 


Ung. 


Following treatment in this series, Table II 
clearly shows how good our results may be. 
In passing, it may be of interest to note that 
one miscarriage occurred in this series and did 
so soon after a treatment had been given. This 
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has been noticed occasionally, and the type of 
treatment, because of reactions or toxicity, 
may be to blame. A good practice is to make 
a thorough physical examination of these 
mothers in order to detect impaired function 
of any organ, when by a lessened dosage 
dangerous reactions may be avoided. This is 
particularly true during the latter part of 
pregnancy, when the occurrence of an al- 
buminuria would be a warning to stop further 
salvarsan therapy. 


TABLE III 
Group 3—(CONGENITALLY SYPHILITIC MOTHERS) 
2 CASES 
No children before treatment 
2 Non-syphilitic children after treatment 
In the third group only two eases are re- 
ported, but are of interest because these young 
girls, ages 15 and 16 years, were congenital 
syphilities. 
genital 


One showed clinical signs of con- 
syphilis and a positive blood; her 
parents, too, gave a history of infection as well 
as of having strongly positiveWassermann re- 
actions. The other showed clinical signs of 
the disease, but her parents could not be 
tested. No pregnancies occurred before treat- 
ment, but following treatment non-syphilitic 
children were born, even though at the time 
of birth both mothers showed a positive re- 
action. The fathers of these children were 
clinically and serologically negative. 


TABLE IV 

Group 4—(ILLEGITIMATE CHILDREN ; MOTHER SYPHILITIC ) 
7 CASES 

RESULT OF PREGNANCIES BEFORE AND AFTER TREATMENT 


Before 
Living syphilitic child 


Miscarriages 

Still births 

Living children syphilitic 
Living children, non-syphilitic 
Dead children, syphilitic 
Dead children, non-syphilitic 


Failure—1 
Mother’s treatment, 8 Phen., 10 Hg. s 


The fourth group of seven eases, in which 
the fathers were unknown, were rather young 
girls with a recent infection and, with one 
exception, pregnant for the first time. These 
cases were referred to the clinie because of the 
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fact that they were being taken care of by 
social agencies and had clinical signs of the 
disease or a positive Wassermann test. A 
faiiure is noticed in this group in spite of sal- 
varsan therapy, for a syphilitic child was born. 

It is seldom that difficulty is encountered in 
carrying oui treatment, as the majority of these 
eases were young healthy women who had not 
suffered from previous disabling diseases. 
Naturally in some instances a lack of co- 
operation by the patient interfered with treat- 


-ment, but usually a full explanation of the in- 


fection and the dangers to the child changed 
their viewpoint considerably. 


TABLE V 


MOTHER’S WASSERMANN TEST AT TIME OF BIRTH, 
AND AFTER TREATMENT 
Group 1.—22 Cases—29 Children. 
Negative 
Positive 
Strongly positive 
Very strongly positive 
Gropp 2—12 Cases—16 Children. 
Negative 
Positive 
Very strongly positive 
Group 3—2 Cases—2 Children. 
Positive 
Strongly positive 
Group 4—?7 Cases—8 Children. 
Negative 
Positive 
Very strongly positive 


It is of interest to note that the Wasser- 
mann reaction in the mother (Table V) shows 
the result of that test after treatment had been 
given. The test noted is the one on record near- 
est. the time of birth. to show 
varying degrees of positiveness in the majority 
of our cases, though some were negative. 


This is seen 


Some discussion has taken place regarding 
faise positive reactions during pregnancy, but 
our feeling in the elinie is that the ecombina- 
tion of Wassermann and Kahn tests give just 
as dependable readings as at any other time; 
moreover, these tests are of the greatest im- 
portance in discovering latent syphilis in the 
mother. 

The significance of positive reactions in the 
newborn ‘is a somewhat different matter, and 
weak reactions soon after birth may be due to 
reacting substance passed on to the child from 
the mother, and unless clinical signs of the in- 
fection are present these cases should not be 
treated. Later, clinical signs, or a strongly 
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positive reaction, or both, may occur, when of 
course treatment of the child should commence. 


CONCLUSION 

In conclusion, I feel that every syphilitic 
woman should have the benefit of treatment 
with salvarsan and mercury, or with salvarsan 
and bismuth, during each pregnancy, without 
regard to the amount of treatment received in 
former pregnancies or between pregnancies. 
The occurrence of negative Wassermann re- 
actions in a known syphilitic, unless for a 
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period of many years, should not be regarded 
as a contraindication for treatment. I do not 
feel that because the infection is of long stand- 
ing no treatment should be given. It would 
seem, then, that the best means known at the 
moment for the prevention of congenital 
syphilis is through thorough treatment of the 
syphilitic mother during pregnancy. 

I wish to thank the Social Service Nurse of the 
special treatment clinic, Miss McKinnon, for her ex- 


cellent follow-up reports and aid in preparing this 
summary. 


AND ITS RELATIONSHIP TO INDUSTRY* 


CuHarLeES K. P. Henry, M.D., C.M., 


Attending Surgeon, Montreal General Hospital, 


Montreal 


HE normal functioning of the human body 
and the proper carrying out of many of its 
chemical and metabolic processes depend on 
certain glandular elements. Of these the thyroid 


gland is important in bodily development, bodily 


growth, and especially in body function. The 
thyroid, on the other hand, requires an ade- 
quate supply of iodine, but the proper amount 
necessary has not been exactly determined. The 
storage of colloid in the thyroid exists as long 
as there is some iodine supplied. The other 
phase, the secretory, occurs at its maximum 
after meals, and represents the secretion of 
liquids into the capillaries and lymphatics. On 
this secretory phase depends the activity of the 
functions of the body, and so the thyroid may 
be termed the ‘‘accelerator’’ of the body. The 
farther the gland is from colloid storage, the 
resting stage, the farther is the individual from 
the normal metabolic threshold. 

So, when we place a fasting individual at rest 
for an hour, the oxidation processes of the body, 
resulting from respiration, circulation, seere- 
tion, and muscular activity, are measurable, and 
become constant per unit of time, per kilogram 
of body weight, and per square metre of body 
surface. This is what we mean by ‘‘basal meta- 
bolic rate’’, and a study of thyroid function, or 


*Read at a regular meeting of the Industrial 
Medical Association of the Province of Quebec, Montreal, 
March 26, 1930. 


dysfunction, or hyper- or hypo-function, may be 
expressed in percentages of this unit of measure- 
ment. 

For industrial purposes it is not so much a 
question of anatomical size, pathological de- 
formity, or organic variation of this gland; what 
is all-important is the degree of its functional 
activity. Therefore, I am attempting to show 
that there are certain definite levels, so to speak, 
on which we must view any individual in his 
relationship to work and to life. 

Before puberty many functions, later de- 
These may be 
hurried in their development, or retarded, or 
even perverted, with resulting injury to the in- 
dividual. This is especially true of the young 
female. In industry it has been generally ac- 
cepted for some time that juvenile labour is 
detrimental to the proper development of the 
normal human being. More especially true is 
this if the labour is such that there is associated 
a constant nervous or emotional strain. Such 
occurs in certain occupations where the percent- 
age of female labour is high. Telephone opera- 
tors have insistent, constant, and usually imper- 
ative demands made on them where there is no 
opportunity for delay, for consideration, or for 
variation in the muscular or mental processes 
employed. This example is cited because I have 
been impressed by the many cases of altered 
thyroid function observed in telephone operators. 


veloped, are largely in abeyance. 
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The thyroid gland at puberty takes on more 
work; it has to do so, for the body shows more 
growth, the skin and its appendages show more 
growth, the sex glands awake to more function, 
and the bodily picture is quite different. Dur- 
ing this period of life, the thyroid gland 
usually inereases in size, becomes soft, and pa- 
tients often show what we call an ‘‘adolescent 
goitre’’. This is a physiological change; it is 
not pathological unless the individual suffers, 
or has suffered, from iodine deficiency, or has 
had too much physical, mental, emotional, finan- 
cial, or other economic stress laid on him. 
A woman with a large or moderate sized ado- 
lescent gland will in later years develop Graves’ 
disease from a hyper-functioning thyroid, during 
pregnancy, or following family or business re- 
verses, if her iodine supply is persistently below 
normal. This does not always oceur, because the 
thyroid has great elasticity of function, and 
may, under stress of puberty, menstruation, ges- 
tation, menopause, excessive muscular activity, 
such as athletic contests, or various acute febrile 
infections, enlarge, increase its secretion, become 
harder, and later return to the normal. 

All individuals seeking employment in in- 
dustry should be examined for adolescent goitres. 
If these are present they should not serve as a 
bar to employment, but educational efforts are 
necessary to prevent them becoming pathologi- 
eal. Thousands of such persons are daily fulfill- 
ing all demands made on them, but in later years 
their chances of showing symptoms of hyper- 
thyroidism (Graves’ disease so-called) or toxie 
adenomas, are much higher than amongst those 
without such adolescent goitres. They should 
receive food rich in iodine, have extra long rest 
in bed, and they are unfitted for business, social 
and athletic activities in full measure. Under 
moderate iodine therapy the gland becomes 
normal in size and function. Unfortunately, the 
laity and the medical public have heard so much 
about iodine and goitre that many children and 
young adults have been over-dosed, and, in the 
case of the adolescent goitre, too much iodine 
produces hyperthyroidism, with the whole train 
of symptoms of exophthalmie goitre without the 
exophthalmos. Kendall isolated thyroxine from 
the gland, and so potent is it that a dose of one- 
third of a milligram will raise the metabolism of 
a normal adult, weighing one hundred and fifty 
pounds, 1 per cent. If the rate is minus thirty, 
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a single dose of ten milligrams will bring the rate 
to normal in ten or twelve days, and it will not 
fall to the original figure for a period of five or 
more weeks. The indiscriminate dosage with 
iodine to-day in adolescence is as harmful, or 
more so, than giving no iodine at all. In the 
Goitre Clinie of the Montreal General Hospital 
there have been many young girls whose meta- 
bolic rates went to plus thirty or higher, with 
severe toxic symptoms, even necessitating abso- 
lute rest in bed for weeks, because of too en- 
ergetic and too long continued dosage with 
iodine. This is especially true where sodium 
iodide is used. Marine, Kendall, Lunde, and 
many others have written much on the use and 
abuse of iodine. 

The industrial physician would be wise to 
check over the adolescent cases under preventive 
treatment, and watch for toxie signs, evidenced 
by loss of weight, nervous symptoms, rapid pulse 
and fatigue, and recorded by a rise in the basal 
metabolic rate. Such cases are unfit to work. 
You will ask, Shall we refuse for employment 
all those with adolescent goitres? By no means; 
but they are undoubtedly potential sources of 
trouble to themselves, their families, and their 
employers, if driven too hard. So many cases 
in this province are children from areas where 
well water is used that the likelihood of water 
pollution is evident. Filtration of, or boiling, 
the domestic water supply, and change of scene 
are often productive of a return to normal of such 
glands. Industries outside of large cities, with 
their sterilized (chlorinated) and filtered water 
supplies, should consider it economically worth- 
while to provide a proper water supply for their 
employees. Kocher found in goitre-producing 
wells in Switzerland that boiling the water pre- 
vented goitre, and that the glands became smaller 
under the use of pure water. This has also been 
proved in India by MeCarrison, and in France 
in a district where rain-water, which is iodine 
free, was used. Industry is concerned in the 
supply of pure food and of pure water for the 
community from which it draws its employees. 

You are all, I know, interested in the indi- 
vidual who develops Graves’ disease or exoph- 
thalmic goitre. There is no need to describe the 
patient, or the symptoms when well developed, 
to you. The appearance of ‘‘chronie fright’’, 
the bulging the nervous 


eyes, restlessness 


and tremor, the circulatory distress, the fatigue 
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and loss of weight, are too familiar to us all. 
Unfortunately, too few recognize the symptoms 
early enough, and many an employee labours 
under the toxicity of an early Graves’ disease 
with dissatisfaction to his employer and harm to 
himself. The following cases may be cited: 


CasE 1 

H. L. S., aged 35 years, was examined on November 
18, 1926, for a large power company. He had given up 
another position because of ‘‘nervous strain’’ and 
‘‘nervousness’’, He had been accepted and was at 
work in a new position, but was not doing well, and 
‘¢didn’t know why’’. Examination showed a_ blood 
pressure of 150/100, tachycardia, tremor of the tongue 
and hands, an enlarged thyroid with a right superior 
polar bruit, albuminuria, a faint systolic apical murmur, 
slight quadriceps weakness, erythema of the face and 
hyperhidrosis, His basal metabolic rate was plus 33, and 
he had lost weight. He was given four weeks’ rest and 
Lugol’s solution before operation on February 15, 1927, 
when a subtotal thyroidectomy was done. He left hos- 
pital in sixteen days, and later returned to work, where 
he is still a satisfactory employee. His basal metabolic 
rates have remained under plus 10, and he is well. 


CasE 2 


A twenty-three year old employee of the same com- 
pany had a persistent high blood pressure, a high basal 
metabolic rate, and other toxic symptoms. He was 
operated on in March, 1928, and returned to work with 
a normal basal metabolic rate, average blood pressure, 
and freedom from other toxic symptoms. He is now 
holding his position satisfactorily. 


Employees of forty years and over, who pre- 
sent a circulatory syndrome of cardiac distress, 
slight occupational dyspnea, and pulse irregu- 
‘larity, should be carefully examined for slight 
thyroid hypertrophy, especially unilateral; and 
a small rounded firm mass should lead easily to 


the diagnosis of a toxic adenoma. These cases 
are made much worse by iodine, and the non- 
recognition of this form of thyroid intoxication 
will eventually lead to cardiac arhythmia, auri- 
cular fibrillation, and chronic invalidism from 
-myocardial changes. This can be prevented by 
operation early, for there is a long latent period 
of years in these cases before toxicity is mani- 
fest. Many cases of ‘‘nervous breakdown”’ in 
the male staff of higher clerks, executives and 
managers, have their origin in a small but 


deadly thyroid adenoma. Employees are at 


STAINS ON THE Hanps.—Prof. Paul Delmas, of 
Montpellier, advises the use of commercial ammonia, 
diluted to one-half or one quarter with water, for the 
removal of iodine stains from the hands, after the first 
intensity of the discoloration has been reduced with 


GOITRE 


times unjustly discharged because of failure to 
recognize their physical illness. 


CASE 3 


Grace H., aged 23 years, employed by a large rail- 
road company as a clerk, was in May, 1929, reprimanded 
for restlessness and irritability, and she was becoming 
difficult at home and in the office. The company’s 
physician, however, recognized that she was a case of 
Graves’ disease, and recommended four months’ rest, 
medical treatment, x-ray treatment for her goitre, a 
high caloric diet and sedatives, and stated that it 
would be six months before she would be fit to resume 
her occupation. She rapidly became worse, had profuse 
perspiration, and became very emotional, coming to the 
hospital twice for admission before she would stay. 
Finally, an operation of subtotal thyroidectomy was 
done in July. She resumed her work in November, is 
now fat and placid, and a good and satisfactory em- 
ployee with a normal metabolic rate. 


Many case reports from the Goitre Clinic are 
duplicates of this, and in many I am impressed 
by the length of time there have been symptoms 
of thyrotoxicosis before they have come under 
treatment. Fortunately, several companies, not- 
ably the Bell Telephone Company, have medical 
advisors who have had special experience with 
goitre cases, and their early recognition of the 
disease in many cases has prevented the per- 
manent disfiguration of exophthalmos, the long 
invalidism, and the permanent myocardial im- 
pairment which necessarily ensues in every case 
of protracted hyperthyroidism. After thyroid- 
ectomy average cases may resume clerical duties 
in from four to six months and manual labour 
in six months. They should be checked over 
periodically for three years, as is done in the 
Goitre Clinie of the Montreal General Hospital. 

It is impossible 
goitre in a brief 


to touch on many phases of 
paper, but in stressing the 
necessity of early diagnosis of toxic eases, the 
proper prevention of such toxicity in adolescent 
cases, and the restorative therapy of thyroidec- 
tomy, even in far advanced cases, I can only 
hope that I have made evident the importance 
of the thyroid gland and its relationship to the 
efficiency of the employee in any branch of 
labour or industry. 


alcohol. The stains turn a rusty black, and subsequently 


disappear. Bloodstains, which are occasionally persistent 
on the hands, can be removed by washing in a solution 


of tartaric acid and warm water. 
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PLEURAL SHOCK* 


By D’Arcy PRENbeErRGAsT, B.A., M.B., M.R.C.P., 


Toronto 


REACTIONS of more or less severity oceur- 

curring during manipulation of the pleura 
have been on record since 1864, when Roger 
reported a case of what he ealled ‘‘pleural 
eclampsia.’’ In view of the fact that these reac- 
tions are not uncommon and are sometimes fatal, 
it is remarkable that there has been so little 
written on the subject since then. These acci- 
dents may occur during simple pleural puncture 
or during manipulations of drainage tubes in 
empyema wounds. Just how frequent such reac- 
tions are is difficult to judge. Some of the best 
known chest specialists, whose pleural punctures 
run well into three figures, have never seen a 
serious case. In a series of 1,100 pneumothorax 
inductions reported by Sache in 1915 there were 
22 reactions, all followed by recovery. Saug- 
mann, in 1914, reported the same number of re- 
actions occurring during seven and a half years 
of his own practice. Two of these were fatal. 
Stivelman, in 1923, from the Montefiore Sana- 
torium in New York State, in performing 162 
primary pneumothorax inductions had 7 reac- 
tions with one death. An interesting point is 
that 3 of these 7 patients had reactions again on 
the next attempt at pneumothorax. - Another 
significant observation is that in 1800 refills re- 
actions occurred but twice. 

The writer, in a relatively small experience, 
has seen two reactions during aspiration of the 
pleural cavity, both fatal. For the sake of em- 
phasis it may be worth while to describe briefly 
these two unfortunate fatalities. They were 
cases of recovering pneumonia, in whom explora- 
tory pleural puncture was done to confirm the 
diagnosis of empyema. Both cases oceurred in 
hospital and in both the operation was _per- 
formed by a well trained house doctor in the 
presence of one of the visiting staff. The same 
description fits both cases. 

No fluid was obtained on either of the first 
one or two punctures, nor did the patient feel 


* Read before the Toronto Academy of Medicine. 
April 8, 1930. 


any ill effects. On the next attempt the patient 
suddenly collapsed, the respirations became 
shallow, the pulse fast and weak, and death oc- 
curred in the course of a very few minutes. 
During these few minutes both patients spat up 
blood. A post-mortem examination on one 
showed a purulent consolidation of the lung but 
no fluid. No cause of death was found. 

In the cases reported in the literature the 
symptoms vary somewhat, but failing pulse and 
respiration are common to all. In addition, most 
show definite nervous signs. Among these are 
tonie and clonic contractions of arms and legs, 
paralysis, and blindness. 
last for a few minutes or several days. 


The symptoms may 
When 
death occurs it is usually within a very short 
time, but it occasionally follows many hours of 
unconsciousness. 

In considering the cause of these reactions, 
the various cases reported bring out several 
significant points. One is that in very few of 
these patients is there any such pathological 
lesion as would make sudden death at that par- 
ticular time at all likely. This would make it 
seem improbable that the occurrences can be ex- 
plained purely on the grounds of coincidence. 
Another point is that the pleura and lung at the 
site of puncture are always or nearly always the 
seat of an acute inflammation. Also in nearly 
all cases there is evidence of definite injury by 
the needle to the visceral pleura and underlying 
lung. not occur when the two 
pleural layers at the point of puncture are 
separated by air or fluid. Injury to the parietal 
pleura never seems to cause trouble. Anzsthesia 
does not seem to be a factor, as reactions are 
no more frequent without it than when it is ap- 
parently perfect. 

The theory as to the cause held by the first 
observers, and still considered by many to be 
the correct one, is that the symptoms are a 
nervous reflex, the result of irritation to an 
inflamed visceral pleura. In favour of this there 
is certain experimental work on animals. Cor- 


Reactions do 
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dier, in 1910, reported that tincture of iodine 
injected into the pleural cavity of a rabbit 
caused convulsions and death. If the vagus 
nerves were cut this did not occur. Capps and 
Lewis, quoted by Stivelman, reported similar 
results in dogs. Also, there is the clinical fact 
that reaction observed in Toronto by Harris 
Gray there was complete heart block, shown by 
the electrocardiagram. This patient recovered 
completely in a few hours. The other theory 
as to the cause of the pleural shock is that it 
is a result of air embolism. This view also has 
considerable evidence to support it. There are 
reports of fatal cases in which autopsy showed 
air bubbles in the arteries of the brain, and 
there are other cases in which the ophthalmo- 
scope showed air bubbles in the arteries of the 
retina. In other cases in which death occurred 
after several days there were found liquefaction 
of the cortical cells and proliferation of glial cells 


in certain areas of the brain. In another ease, in 


which bismuth paste had been injected into an 
empyema wound, causing death, particles of the 
paste were found as emboli in the brain and in- 
Schlaepfer, in 1920, reported a case 
in which he was performing exploratory aspira- 


testines. 


tion. Aiter several punctures without result and 
without reaction, he finally obtained a few e.c. 
of bloody fluid and removed the syringe, leaving 
the needle in place and in communication with 
the outside air. The patient instantly collapsed, 
with unconsciousness and convulsions. He re- 
covered completely in two and a half hours, ex- 
cept for loss of sight which persisted for three 
days. 

Whatever the actual cause of these reactions 
may be, the fact remains that they do oceur. 
And there are a few things more shocking than 
sudden death during a procedure we usually 
look upon as free from danger. The extreme 
scarcity in the medical literature of the world, 
and particularly of the English-speaking world, 


Mr. M. M. Davis, director for medical services of 
the Julius Rosenwald Fund, computes that the actual 
outlay of the American public because of sickness is 
not far short of $3,000,000,000. This is exclusive of the 
cost of the sickness in lost time, disability, and pre- 
mature death, which items would quadruple the bill. 
Three billion dollars is a large sum, but is less than 
the sum spent yearly on tobacco and sweets. Of the 
total he estimates that $625,000,000 is paid to private 
practitioners, whose average gross income is $4,500. 
More money is spent on drugs and appliances than is 
paid in fees. It has been estimated on good authority 


PLEURAL SHOCK 55 


is remarkable, in view of the fact that nearly 
all doctors in the larger medical centres have 
either seen or heard of such cases. It may be 
that they are not occurrences of which one feels 
inclined to boast. The important and practical 
object of this short paper is to suggest precau- 
tions against these occurrences, which are always 
alarming and occasionally tragic. As the cause 
is still a matter of conjecture, one cannot be 
too dogmatic about means of prevention, hence 
the necessity of more case reports with careful 
observation of circumstances and symptoms. 
There is fortunately one means of prevention 
which will certainly be successful in reducing 
their frequency. This lies in reducing to a min- 
imum the total number of pleural aspirations or 
manipulations. Exploratory punctures should 
not be done unnecessarily, nor until every other 
means of diagnosis has been exhausted. The 
factor common to all cases of pleural reaction 
seems to be injury to the visceral pleura and 
underlying lung. In the few cases in which re- 
actions have oecurred during pneumothorax re- 
fills the probability is that there was an adhesion 
at the site of puncture, or that the needle was 
long enough to reach right through the layer 
of air in the pleural cavity and injure the lung 
beneath. All precautions then should be taken 
to minimize the danger of injury to the visceral 
pleura and lung. The needle used should be 
of the smallest possible calibre, and except in 
fat patients need not be more than an inch long. 
Unless thick pus is expected the needle used for 
the local anesthetic will be quite large enough 
for the exploratory punctures of the parietal 
pleura. Once fluid is definitely known to be 
present, as large a needle as desired can then be 
used with safety. Treatment during the actual 
reaction consists of such restorative measures as 
are indicated by the severity of the condition. 
In the most severe cases adrenalin should be in- 
jected directly into the heart. 


that at least two-thirds of the money spent in this way 
is wasted. That much of the necessary expenditure can 
be cut down by preventive medicine is shown by that 
fact that there are still 150,000 cases of typhoid fever 
each year, costing in sickness bills and loss of wages 
not less than $35,000,000. About half of the total 
burden falls upon a sixth of the population. Moreover, 
doctors’ bills are usually the most unexpected and least 
provided for. Instalment payments are a partial solu- 
tion. Many banks now make arrangements to accept 
undertakings for monthly payment of bills and credit 
the whole to the physician at a discount which pays 
them for the trouble and risk of collection. 
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SCARLET FEVER 


Irs PRESENT TREATMENT; THE DIAGNOSIS OF INDEFINITE CASES; 


AND THE RELEASE FROM QUARANTINE 


By ELLEN F. Taytor, M.D., 


Resident Physician, Municipal Hospitals, 


Winnipeg 


FRESH interest has been aroused in the 

treatment of scarlet fever since the Dicks’ 
articles on their scarlet fever toxin and anti- 
toxin, and physicians on both continents have 
been trying to determine the efficacy of these 
products as diagnostic, prophylactic, and cura- 
tive agents. 

Before giving the results obtained at the 
King George Isolation Hospital, Winnipeg, it 
should be recalled that it is not the attendant 
mortality but the complications of searlet fever 
which make it such a dreaded disease. 
Nephritis in past years was a frequent com- 
plication, but is now seldom seen, even if 
modern treatment has not been received; endo- 
carditis, though rare, is usually fatal; adenitis, 
rhinitis and acute otitis media, with its danger 
of mastoiditis, brain abscess, and meningitis, 
are known to every physician. These complica- 
tions, if they do no worse, cause unfortunate 
people to be quarantined for weeks or months 
beyond the normal period. 

In 1925, a small amount of antitoxin was ob- 
tained from the Dicks. Because of the 
scarcity of the supply it was given only to 
those who were seriously ill. It was found that 
the temperature would fall from 105° to 101° 
or 102° in 24 to 36 hours, and the cases would 
then follow a fairly severe course. No change 
was noticed in the number or degree of complica- 
tions. 


In 1926 the results were discouraging, 
but the antitoxin was later recalled as being im- 


potent. 
1927. 
Since that date 500 patients have received 
antitoxin on admission. Out of this number 
approximately 300 were charted as_ being 
moderately or seriously ill when they entered. 
A case was marked ‘‘average’’ when the rash 
and throat signs were well defined and the 


A reliable serum was produced in 


temperature 101° to 103°. Those marked 
‘‘seriously ill’? had a heavy rash, an intensely 
infected throat with exudate on the tonsils, a 
purulent nasal discharge, adenitis, and a 
temperature of 103° to 105°. An initial dose 
of 15 ¢«.c. of scarlet fever antitoxin was given 
immediately, and rarely had to be repeated. 
In the average case the rash faded, the throat 
cleared, and the temperature dropped to about 
99° within twenty-four or thirty-six hours. 
The course was then uninterrupted, except for 
an oceasional nasal discharge. These changes 
did not take place in the seriously ill till 36 
or 48 hours had passed, unless the antitoxin 
had been administered intravenously. As 
patients do not come to hospital until the rasa 
is noticed, the tongue became red and desquam- 
ation took place just as in those not treated. 
Antitoxin received after the fourth day of ill- 
ness had little or no effect on the rash, tem- 
perature, or complications. 

One was lead to conclude that antitoxin 
given before the fourth day of the disease 
lessened the complications. In this series 52 
patients had rhinitis, which occurred any time 
during quarantine, and varied from a few days 
to a few weeks in duration. Out of this number 
15 had a discharge severe enough to hold them 
in hospital for an average of 26 days past the 
normal time. Three of these had had chronic 
sinus trouble before entering; 3 gave a non- 
hemolytic culture; and 9 were considered to 
be definite carriers. 

Sixteen patients had acute otitis media. 
Seven cases were present on admission; 5 oc- 
eurred within the first 6 days; and 2 on the 
11th and 18th day respectively. The length of 
time aural discharge continued averaged 32 
days. 


Seven patients had mastoiditis. Three of 
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these cases had started before coming to hos- 
pital; 4 within a few days after entering. 
None developed late in the course of the 
disease. 

Nine patients had adenitis on admission, a 
condition which took about ten days to return 
to normal. No case went on to suppuration. 

Four deaths occurred: (1) a patient with a 
severe attack died in 19 hours; (2) one with 
scarlet. fever and pneumonia died in 12 hours; 
(3) one with scarlet fever, pneumonia, and 
diphtheria died in three days; (4) a cretin, who 
had received the antitoxin early, died in seven 
days. 

A serum reaction occurred in about 40 per 
cent of the cases. It is relieved by pituitrin, 
which may have to be repeated. 

Patients who were ill more than five days be- 
fore receiving the serum have not been included 
in this series. 

Besides being curative, the antitoxin can also 
be used as an aid to diagnosis. To distinguish 
between a scarlet-fever rash and other rashes 
resembling it, 1/10 ¢.c. of the antitoxin is in- 
jected intradermally where the rash is most 
marked. If the rash is due to scarlet fever an 
area varying in size from 2 to 5 em. in diameter 
blanches around the site of injection, and re- 
mains blanched till the rash fades. This occurs 
in one-half to three or four hours. An increase 
in redness will be noticed if the patient is sensi- 
tive to the serum, and the reading should then 
be postponed for 24 hours or longer. This 
blanching test has been demonstrated on a num- 
ber of patients with definite scarlet fever. 

In the Dick test 1/10 of a ec. of a diluted 
searlet fever toxin is injected intradermally. No 
control is necessary, and the reading is taken 
22 hours later. A pink or red area, varying in 
size from one to three or more centimetres in 
diameter, appears on those who are susceptible 
to searlet fever. This test may also be used as 
an aid to diagnosis. Until the rash starts to 
fade the majority of scarlet fever patients will 
give a positive reaction; a week later when im- 
munity has developed, they will give a negative 
reaction. If the initial reaction is negative one 


THE THERAPEUTIC USE OF OXYGEN IN CORONARY 
THROMBOSIS.—Five cases reported by Robert L. Levy 
and Alvan L. Barach indicate that anoxemia may play 
a crucial réle in determining the outcome after coronary 


thrombosis. Employment of oxygen therapy (preferably 
in a concentration of from 45 to 50 per cent) may aid 
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should be doubtful about the case being scarlet 
fever. As the toxin loses its potency quickly the 
time limit marked on each package should be 
carefully observed. 

The prophylaxis of scarlet fever is still un- 
satisfactory. The release of quarantine, espe- 
cially of those patients with discharges, has al- 
ways been accompanied with a lurking fear that. 
someone will contract the disease from them. 
The limiting of the scarlet fever streptococci to 
the hemolytic group was a step towards a safe 
and scientific release. It, however, has its limi- 
tations. One feels safe in discharging a patient 
with a non-hemolytic culture, but if the culture 
is hemolytic who can tell whether it is due to 
scarlet fever or some other hemolytic strepto- 
cocci? Nine patients with a mild rhinitis and 
a non-hemolytie culture were discharged from 
the hospital in 1929 with no known returns. 
One case released with a nasal discharge and a 
hemolytic culture gave the disease to two people 
before coming under quarantine again. 

Tonsillectomy and adenoidectomy seem to be 
the only procedures that will clear these. Tun- 
nicliff and Crooks? have written a very interest- 
ing article on the use of the opsonie index in 
detecting scarlet fever carriers. It is to be hoped 
that others may be able to carry out their 
technique. 


SUMMARY 


1. Searlet fever antitoxin shortens the initial 
stage of scarlet fever and lessens the number of 
complications, if administered early enough. 

2. The blanching test. is reliable as a diag- 


nostic agent in those who are not sensitive to 
the serum. 


3. The Dick test may be employed as an aid 
to diagnosis. 


4. Recovery of a non-hemolytic strain of strep- 
tococcus may aid in releasing patients from 
quarantine. 
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in maintaining an adequate circulation until the heart 
has had an opportunity to recover from its acute func- 
tional disturbance. Obviously, the cardiac injury may 
be so severe that recovery is impossible. But in some 
instances, as in the cases reported, effective use of oxygen 
may be responsible for the saving: of life—J. Am. M. 
Ass. 94: 1363, May 3, 1930. 
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Case Reports 


MASSIVE SCROTAL HERNIA* 
By LreyLanp J. Apams, M.D., 


Montreal 


Inguinal hernia is of very common occurrence, 
but the present case is worthy of note because 
(1) a pre- 
vious diagnosis of elephantiasis; (2) the large 
size of the hernia; (3) the long duration with- 
out obstruction; (4) the result after. operation. 

The patient, a Chinaman, aged 46 years, was 
admitted to the Montreal General Hospital on 
August 7, 1929, into the urological service, under 
the care of Dr. R. E. Powell. <A diagnosis of 
elephantiasis had been made before admission. 

Personal history.—The patient was an im- 
porter by occupation, who came to Canada at 
He could not recall having 
had any previous illnesses. 

History of the present condition—About 18 
years ago (1911) he first noticed that his scrotum 
He did 


not recall any accident or excessive strain prior 


of the following unusual features: 


the age of 31 years. 


was swollen to the size of a grapefruit. 
to this time. The swelling had geen gradually 
increasing in size, but had rapidly grown larger 
The 


only treatment received was on one occasion in 


during the four weeks prior to admission. 


1918 when a doctor in Vancouver removed about 
a quart of fluid from the scrotum. 

There was no history suggesting strangulation 
or intestinal obstruction, complete or incomplete. 
His appetite had always been good; the bowels 
moved freely and there had never been any 
His only reason for coming to the 
hospital was, as he stated, that ‘‘people laughed 
at him walking on the street.’’ 

Physical examination.—On admission the pa- 
tient was found to be a well nourished, well 
developed male, appearing to be about the stated 


vomiting. 


age. His general condition was good, except for 


Examination of the 
heart and lungs was negative. 


some shortness of breath. 
Blood pressure, 
138/88. Urine negative. Blood chemistry, nega- 
Urea concentration factor, 37. Blood 
Wassermann test, +++ on two occasions. 


tive. 


* Presented before the Montreal Medico-Chirurgical 
Society by Dr. W. W. Ruddick on Jan. 17, 1930. 


The scrotum was very greatly enlarged (see 
Fig. 1), the swelling extending down to the level 
of the knees, and laterally to the borders of the 
thighs. The overlying skin was greatly thick- 
ened and in places quite edematous and dis- 
coloured. The enlarged scrotum surrounded and 
obscured completely the retracted penis, while 
the orifice of invagination leading to the latter 
showed excoriation due to constant presence of 


Fic. 
protrusion. 


1—Scrotum greatly distended with hernial 


The swelling was irregular in 
the right 
the 
The left testicle was palp- 
The right 
The mass was tense, 
Alteration 
in posture had no effect upon its size, and palpa- 
tion elicited fluctuation, giving the impression of 


stagnated urine. 
contour, more prominent on side, 


where it extended upward to level of 
Poupart’s ligament. 
size and location. 
testicle could not be felt. 


irreducible, and dull to percussion. 


able, normal in 


(uid, although transmission of light could not 
be demonstrated. The abdomen was prominent, 
and tense, with thick panniculus. The flanks 
were dull. 

On August 11th, 4,500 ¢.c. of sero-sanguinous 
fluid were aspirated from the scrotum with some 
reduction in the size and tenseness of the swell- 
The pereussion note was then found to be 
tympanitic. The abdomen became less tense, 
and movable dullness could be demonstrated in 


the flanks. It was then clear that the scrotum 


ing. 





— 
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contained part of the intestine, as well as a con- 
siderable quantity of fluid which communicated 
with free fluid in the peritoneal cavity. 

A barium meal (see Fig. 2) showed the cecum, 
transverse and descending colon extending down- 
ward into the scrotum. The final clinical dia- 
gnosis of a massive scrotal hernia was made and 
the patient was transferred to the surgical ser- 
vice of Dr. A. T. Bazin. 





Fic. 2.—Barium meal, showing herniated intestine. 


Attempts at reduction by posture and manip- 
ulation failed to reduce the size of the hernia, 
although a few coils of intestine could be re- 
placed into the abdomen, accompanied by a 
eurgling sound. <A second aspiration of the 
scrotum was performed and more than 1,000 e.e. 
of sero-sanguineous fluid were removed. 

At operation the right inguinal ring was found 


All the large 


to admit the entire hand easily. 





Fic. 3.—After operation. 


bowel, about fourteen feet of the terminal ileum, 
and a considerable amount of fluid, were found 
to be in the scrotum. The coils of intestine were 
of normal colour and adherent in many places 
to the tunica vaginalis. The right testicle was 
markedly atrophied, and was adherent to the 
lower end of the scrotum, with great elongation 
of the right spermatic cord. The intestines were 
successfully replaced in the abdominal cavity, al- 
though with difficulty, and the right testicle and 
cord were removed. 

The inguinal canal was repaired with living 
sutures from the fascia lata, and some of the 
redundant skin of the scrotum removed. 

The wound healed slowly on account of a 
subsequent superficial infection, in spite of care- 
ful pre-operative measures. The patient was 
allowed up on the thirty-fifth day after the 
operation, and discharged on the forty-third day, 
with the wound well healed (see Fig. 3). He 
is now able to walk about with ease. No bulging 
can be seen nor impulse felt over the right in- 
guinal region. One month after discharge from 
hospital the patient was back at work. 


DEATH ON THE 
FROM STATUS 


OPERATING TABLE 
LYMPHATICUS 


By C. C. Stewart, M.D., 


Montreal 


An Italian male child, aged 3 months, was 
admitted to the Montreal General Hospital on 
February 20, 1930, with a diagnosis of left-sided 
hydrocele and phimosis. The child was ex- 
amined by the urologist, who advised no immedi- 
ate treatment for the hydrocele, but reeom- 
mended that the child should be circumcised. 

The boy was a full-term child, well developed 
He had bottle 


Clinical examination revealed no ab- 


and well nourished. been on 
feeding. 
normalities in any organ and the child was 
declared fit to stand the minor operation pro- 
posed. He was operated on on February 24th, 
the anesthetic used being chloroform and oxy- 
gen, which has been found a suitable anethetie 
The child showed con- 
siderable pallor during operation in spite of a 
It was noticed 
that there was very little bleeding from the inci- 


for children of this age. 
continuous supply of oxygen. 


sion, and resuscitation measures were immedi- 
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ately instituted. In spite of everything that 
could be done breathing finally ceased. 

The salient features of the pathologist’s re- 
port follow: The abdominal viscera were normal 
except that the mesenteric lymph nodes were 
markedly hypertrophied and injected. The 
heart and lungs were not cut but were preserved 
as a gross specimen. Neither organ showed any 
lesion when examined externally. 

On opening into the pleural cavity the thymus 
gland was seen to be greatly enlarged; it weighed 
22.5 grm. (normal weight at birth 13.7 grm.) 
and covered practically the entire heart. The 
two lobes were separate, the left being the 
larger. The gland was greyish yellow in colour 
and felt rather soft. The measurements were as 
follows: 


Normal birth 
measurement 


Greatest length ...... 8 cm. 5 cm. 
WAIN: sawh hs G. an Ss 
PRM: “Scxkudese « ate 0.85 ‘* 


The spleen was somewhat enlarged and the 
lymph follicles were very prominent and stood 
out clearly. In the intestines the Peyer’s 
patches were very prominent and were consider- 
ably elevated above the surface. They were 
easily palpable and were injected. 

The pathological diagnosis was status lym- 
phaticus. 





A similar case occurred in the Montreal Gen- 
eral Hospital three years ago in a negro child 
of 4 years. The clinical findings were also nega- 
tive, except. for an acute osteomyelitis of the 
right fibula which was incised, trephined and 
drained. In this case the anesthetic was open 
ether, and the patient died at the end of the 
operation in spite of all resuscitation measures. 
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The autopsy findings were essentially similar 
to those of the preceding case, there being gen- 
eral enlargement of the lymph glands, both 
mesenteric and mediastinal. 

The thymus gland extended downwards 10 
em. from the suprasternal notch. It consisted 
of three lobes and was 7 em. at its greatest 
width, this at an age when the thymus normally 
has been decreasing in size for two years. 

The pathological diagnosis was: status lym- 
phaticus and edema and congestion of the lungs. 


CoMMENT 


These cases are reported because of the some- 
what diverse views held by clinicians and anes- 
thetists on this subject. In the Montreal Gen- 
eral Hospital all children who are to be operated 
on in the Outdoor Department, and who obvi- 
ously cannot have a complete clinical examina- 
tion, have a routine chest skiagram. Where 
thymus enlargement is detected, 3 to 5 x-ray 
treatments are given, and operation is delayed 
until the gland shrinks to its normal proportions. 

Since February of this year this routine has 
been followed in the Indoor Department with all 
children under 2 years of age. 


FULL-TIME EXTRA-UTERINE 
PREGNANCY 


By L. D. Witcox, M.D., 


Interne at the Brantford General Hospital, 


Brantford 


The following case report is presented as one 
of interest because the mother and child are 
both living five months after delivery. 

Past history—The patient was a well de- 
veloped woman of 29 years. Except for the 
fact that her husband had a healed tuberculous 
pulmonary lesion the family history was nega- 
tive. There was no previous history of 
venereal or puerperal infection. Her menstrual 
periods occurred every 28 days; they were 
somewhat prolonged, but otherwise regular. 
She had three healthy children, the youngest of 
whom was five years of age; there had been no 
miscarriages. 

History of illness—On February 6, 1929, the 
patient had terminated what she presumed was 
a normal menstrual period. The next morning 
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she was seized with sudden severe pain in the 
left lower quadrant, associated with secant 
flowing and vomiting, but without the clinical 
picture of cither extreme shock or hemorrhage. 
This pain recurred early in March, and at this 
time Dr. M. N. Faris, on vaginal examination, 
detected a tumour to the left of the uterus. 
During the ensuing months this tumour con- 
tinued to enlarge into the left lower abdomen. 
There was an almost constant complaint of duil 
non-radiating pain, and vomiting became in- 
creasingly troublesome, so that by June slight 
hematemeses were occurring. The _ blvod 
pressure remained about 130/70. 

Admission notes (August 16, 1929).—Patient 
insisted on lying on the left side. She complained 
of extreme pain in the left lumbar region and 
the corresponding half of the abdomen. The 
pulse rate was 100; temperature, 99 degrees; 
and blood pressure, 130/85. There was marked 
restlessness. 

The chest and heart findings were approxim- 
ately normal. The breasts were flabby, and no 
secretion was obtained with massage. The 
abdomen was found to contain a large ovoid 
tumour, the greater part of which was to the 
left of the middle line, and the upper part of 
which extended two hands’ breadths above ihe 
umbilicus. Tenderness over this mass was 
extreme. No fluid wave was demonstrable, but 
what were thought to be the bony prominences 
of a fetus could be readily palpated. Fetal 
movements were observed frequently, and 
when palpating the abdomen at such times one 
gained the impression that the fetal parts were 
just beneath the skin. No uterine contractions 
were noted. <A souffle was audible in each 
lower quadrant, but no one ever detected the 
sound of a fetal heart. An x-ray taken at this 
time confirmed the diagnosis of pregnancy, and 
showed the fetus to be lying with the head 
above the pelvie brim. 

The general condition grew worse. Nothing 
was retained in the stomach, and rectal feed- 
ings of glucose in saline were used several 
times each day. The patient became listless. 
Her complexion assumed a muddy tint. 
Vaginal examination at this time revealed a 
closed cervix. 

Four days after admission there was a 
severe attack of pain in the back and lower 
abdomen. A bright red show soon occurred, 
and in 24 hours a mass about a half the size 





of one’s hand, and one centimetre in thickness, 
was expelled from the uterus. It resembled 
placenta without the attached membranes. Dr. 
F. W. Luney’s pathological report on this 
tissue read: ‘‘decidua without chorionic villi.’’ 
Flowing continued after the expulsion of this 
mass and a smaller one was passed the next 
day. Fetal movements persisted during this 
time and afterwards. In the ensuing three 
days the patient’s condition became critical. 
The temperature rose to 104 degrees, pulse to 
146, and blood pressure to 150/90. Albumin 
increased from a trace to an amount where the 
urine boiled solid, while pus and blood eells, 
with granular casts, made their appearance. 
The red cell count at this time was 3,800,000 
and the while cell count 9,500. 

The patient was prepared for operation with 
several intravenous injections of 10 per cent 
glucose in saline. 

Operation—Under ether anesthesia, Dr. E. 
R. Secord made a high right rectus incision with 
the purpose of avoiding any placental attach- 
ments. A thin tense straw-coloured sae pre- 
sented with the transverse colon forming its 
upper boundary. This sac was perforated, and 
a normal, child weighing six and a half pounds 
delivered. The cord was ligated and cut close 
to the placenta. The latter, which was densely 
adherent to the omentum, intestine, and pelvic 
vescera, was left in situ. The sae was closed 
with a continuous suture, and the abdomen 
sewed up without drainage. 

For the first four days the patient was irra- 
tional a good deal of the time, with a pulse of 
150 and a temperature as high as 103 degrees, 
vomiting, and hiccoughs. Following this she 
gradually improved, and was able to go home 
inside of three weeks. Her breasts never became 
engorged. The incision healed by first intention. 

The condition at the time of writing—Her 
general appearance is good; she is doing her 
usual work every day. She is afebrile. There 
is still a large indefinite mass in the left lower 
quadrant, but this does not interfere with in- 
testinal or bladder function. 

The child was put on a formula at birth, and 
at the present time is doing well. 


CoMMENT 


Several features of this case are unusual, 
when one recalls the usual course of ectopic 
gestations :— 
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1. The fact of an extra-uterine pregnancy pro- 
ceeding to full term with a normal child. 

2. Death of the fetus did not follow the ex- 
pulsion of the decidua. 

3. The favourable result of the operation, 
which was planned to permit extraction of the 
fetus without disturbing the placenta, with the 
inevitable shock and hemorrhage which would 
have followed in a patient who was critically ill. 


I am much indebted to Drs. Secord and Faris for 
their help and for their permission to publish this case. 


TWO CASES OF UNDULANT FEVER IN 
THE PROVINCE OF QUEBEC 


By M. R. StaLker, M.D., Ormstown, Que., AND 


J. B. Ross, M.D., Montreal 


During the last few years there has been an 
increasing interest in the occurrence of un- 
dulant fever on this continent, especially of 
the bovine type, which was not recognized 
clinically prior to 1924.1 More and more cases 
have been reported since that time and the 
widespread incidence of the disease has been 
found to correspond to tite distribution 
throughout northern Europe where it has been 
receiving much attention. Recently Blumer’ 
collected reports of 856 cases from 38 different 
states. To date, between 20 and 30 cases have 
been reported in Canada, all from the Province 
of Ontario.* It is, therefore, thought to be of 
interest to give the details of two cases occurring 
in the Province of Quebee in the vicinity of 
Montreal. It is notable that this particular dis- 
trict from which these patients come is a well 
organized dairy centre in which infectious abor- 
tions has been almost eliminated from the herds, 
and it is to be supposed that this section would 
include a very small proportion of the actual 
cases in the province. 


CASE 1 


G. M., aged 55, a farmer, presented himself 
on August 25, 1928, complaining of anorexia, 
nausea, loss of weight, excessive sweating and 
weakness. 


Personal history: irrelevant. 

Family history: one daughter died of pul- 
monary tuberculosis; otherwise irrelevant. 

Present illness: for the past four months he 


had been losing weight and for six weeks had 
found his work very difficult. He had perspired 
excessively at work and had night sweats. There 
was loss of appetite and nausea. 

Physical examination: temperature normal; 
pulse, 70; respirations, 18. A well developed 
muscular man; skin flabby; colour good; ex- 
pression listless. Teeth artificial, except. five 
lowers; gums diseased. Heart, lungs, ab- 
domen and nervous system, negative. Urine: 
1020, a trace of albumin. Blood pressure 
160/80. On September 18th he was taken 
suddenly ill with general malaise, headache, 
nausea, and pain in the dorso-lumbar region, 
with temperature of 104°, pulse 84, and respira- 
tions 20. The morning temperature was 102°, 
and pulse 80. Examination 
negative. 

On September 18th he developed signs point- 
ing to involvement of the central nervous 
system, retraction of the head, severe pain in 
the back, pulse 60 to 70, temperature 104°. 
The general examination was negative. The 
white blood cells were 6,000 per e.mm. The 
spinal fluid was clear; cell count 9; globulin 
not increased; Widal test negative. 


was otherwise 


His condition remained much the same until 
October 5th, when the temperature gradually 
beeame lower and by October 19th it was 
normal in the morning and 101° at evening. His 
general condition improved, with the exception 
of the pain in the back. The evening pyrexia 
continued and on November 3rd he was re- 
ferred to the Montreal General Hospital for 
investigation. The results of this were nega- 
tive with the exception of arthritic changes 
shown by x-ray, in the lumbar spines, and an 
enlarged spleen. 


He returned home on November 10th, and on 
November 12th had another recurrence of high 
fever (104°), with the original signs and symp- 
toms. This condition continued for about two 
weeks, when he again became relatively well 
except for an evening temperature of 101°, 
pain in the back, arms, wrists and shoulders. 
In the search for a diagnosis his blood was ag- 
glutinated against Brucella abortus and Brucella 
melitensis on December 4, 1928. The agglutina- 
tion was positive to Br. abortus up to and in- 
eluding dilutions of 1:1000 of the patient’s 
serum. This was repeated one week later and 
found to be positive to a dilution of 1:1250. 
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There was very slight agglutination of the Br. 
melitensis in dilutions of 1:10 and 1:20 but 
none in the higher dilutions. 

His condition continued, with about two 
weeks of high fever and about two weeks with 
an evening temperature of only 100 to 101 de- 
grees. Each recurrence was slightly less severe 
and each relatively afebrile period was more 
prolonged. The chief complaint during all this 
time was the painful and disabling arthritis. In 
June 1929, in view of the reports of Ross and 
Martin,* and Belyea,® the patient was given 10 
ec. of 2 per cent mercurochrome-220 soluble, 
intravenously. This was repeated in one week. 
On each oceasion he had a mild chill and a rise 
of temperature to 103°. Following this treat- 
ment, his temperature returned to normal and 
has remained so since that time. His arthritic 
pains have slowly disappeared. At the present 
time he is in normal health. Whether the 
mereurochrome acted in any specific way, or 
whether he had come to the natural end of the 
disease, it. is impossible to state. 


CasE 2 


J. P., aged 40, gave the following history of 
an illness which he had suffered in 1924. 
Paratyphoid fever lasting for eight months. 


EPHEDRINE.—Ephedrine is a drug that in recent 
years has established and increased its importance very 
rapidly, and to-day is finding extensive and varied 
clinical applications. The history of the introduction of 
ephedrine into therapeutics is curious in that the drug 
was known for a long time before it received serious 
attention, but once it attracted notice its virtues were 
recognized very rapidly. The plant ephedra had been 
used in Chinese medicine for no fewer than 5,000 years, 
and the alkaloid was isolated as long ago as 1885. 
Some of the pharmacological actions of ephedrine were 
recognized at that date, and as a mydriatic it found a 
place in Merck’s catalogue in 1896. The more impor- 
tant actions of ephedrine were not recognized until 
1924, when Chen and Schmidt made a fresh analysis of 
its actions and showed that these resembled those of 
adrenaline, but that ephedrine possessed two important 
advantages—it was active when given by mouth, and 
the action produced was much more prolonged than 
was that of adrenaline. Western medical science took 
a long time to recognize the virtues of ephedrine, but 
this neglect has since been fully atoned, and the volume 
of literature devoted to this drug since 1924 has been 
embarrassingly large. Chen and Schmidt have per- 
formed a useful service in summarizing this great mass 
of information in one of the well-known Medicine 
Monographs. The bibliography at the end of the mono- 
graph is the best testimony of its need, for it contains 
about 400 references concerning the drug, the great 
majority of which are recent. The authors give a full 
account of the evidence concerning the chemistry, 
pharmacological action, and therapeutic uses of ephed- 
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On inquiry, it was learned that, following an 
illness of about two weeks, he was comparatively 
well with a normal temperature for the same 
length of time. He would then have a recur- 
rence of illness with high fever. These inter- 
mittent attacks of fever continued for about 
eight months, gradually becoming less severe. 
His blood was agglutinated against Br. abortus 
and Br. melitensis, and found to give positive 
agglutination with the Br. abortus in dilutions 
up to 1:500 and faint agglutination in 1:1000. 
There was very slight agglutination of Br. 
melitensis in dilutions of 1:10 only. This is ap- 
parently a remote ease of undulant. fever, with 
the usual spontaneous recovery, which after a 
period of five years still retains a high agglutinin 
titre towards the infecting organism. This pa- 
tient comes from the same neighbourhood as the 
first. 
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rme. They conclude that those of its action which are 
of therapeutic importance are sympathetico-mimetic. 
The chief of these actions are the pressor action on the 
circulation, the production of vaso-constriction in 
mucosa, and the relief of bronchial spasm. On the 
other hand, many of the pharmacological actions of the 
drug differ from those produced by adrenaline—for 
example, it stimulates isolated gut muscle, it stimulates 
the central nervous system, it does not depress secretions, 
and it has only a slight action on the basal metabolic 
rate. The outstanding therapeutic effect produced by 
ephedrine is the relief of asthma. Miller in 1925 dis- 
covered its value for this purpose, and references are 
given to about 30 authors who have obtained favourable 
results. The action of ephedrine is slower and less 
dramatic than that of adrenaline, but it produces relief 
in about 20 to 30 minutes when given by mouth, and 
adininistration two or three times a day often suffices to 
keep patients free from attacks. The drug has also 
been used with success in the treatment of hay fever 
both when given, orally and when used as a nasal spray. 
Nasal spray of ephedrine (3-5 per cent) produces almost 
immediate shrinkage of the engorged nasal membrane, 
and this effect has been found favourable in the treat- 
ment of colds, and also has been utilized in nasal 
surgery. The action of the drug in raising the general 
blood pressure has been found useful in spinal anes- 
thesia, and it is claimed that its use can prevent a fall 
of blood pressure in this condition. It has also been 
used with varying success in a large number of other 
conditions, including various skin diseases and dysmenor- 
rhea.—Brit. M. J. 1: 873, 1930. 
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Editorial 


THE VITAL STATISTICS OF CANADA 


= is not in the nature of all men to love 
statistics. Some confess to a passing 
interest in them, some admit them to be of 
value, and some—a very few—find them 
to be a real joy. To the small group who 
abandon themselves to statistical studies we 
owe an unpayable debt. Even if a sense 
of bewilderment must be admitted, we 
cannot turn the pages of such a report as 
that which has recently come from the 
Dominion Bureau of Statistics without real- 
izing its immense value, or without feeling 
that those concerned in its compilation 
deserve a word of unstinted praise. The 
Seventh Annual Report on the Vital Statis- 
tics of Canada deals with the statistics of 
1927, and is the second which gives complete 
statistics for the Dominion; the first five 
reports did not include the Province of 
Quebec. It represents an immense amount 
of painstaking compilation and is replete 
with data relative to the most important 
of our resources. Space does not permit 
of an extended review, but a brief analysis 
may serve to indicate something of its inter- 
est to members of the profession. 

The estimated population of Canada for 
1927 was 9,507,000. ‘During that year there 
234,188 births and 105,292 deaths. The 
natural increase in population, therefore, 
amounted to 128,896. The birth rate was 
24.6; a slightly lower rate than for the 
previous year. A lessening birth rate does 
not bring us comfort, but, on the doubtful 
assumption that misery likes company, we 
may derive some melancholy consolation 
from the fact that many other countries are 
bemoaning a similar trend. In the regis- 
tration area of the United States, the birth 
rate for 1927 was 20.06, while in the British 
Isles it was only 17.3. Australia and New 
Zealand also had lower rates than we can 
boast, so in comparison with other English- 
speaking countries our position in this respect 
is quite favourable. 

Two children were born to unmarried 
mothers who were only twelve years old; 


and nine to mothers aged only thirteen, of 
whom two were married. More than a 
thousand children were born to mothers aged 
sixteen or less, nearly half of these births 
being illegitimate. The proportion of illegit- 
itimate children declines rapidly as the age 
of the mother increases. None of the thirty- 
nine children born to mothers aged fifty 
years or more were illegitimate. 

The natural increase in population was 
at the rate of 13.5 per 1000. The provinces 
did not share this equally. Quebec led the 
procession with an increase rate of 18.0; 
British Columbia brought up the rear with 
arate of 7.5. The other provinces may boast 
to British Columbia, but Quebec has easily 
outdistanced them all. New Brunswick and 
Saskatchewan pushed each other hard for 
second place, the former winning by a short 
neck. 

The crude general death-rate for the year 
was 11.1, a gratifying improvement over the 
rate of 11.5 for 1926. Adjustment to the 
British standard million gives a corrected 
rate of 10.8 for 1927. The older provinces, 
as would be expected, benefit by the correc- 
tion of this rate, while all the provinces west 
of Ontario would doubtless wish that prefer- 
ence be given to the crude rate. Comparison 
with thirty other countries shows that only 
six had a more favourable crude rate than 
Canada. 

The infant mortality rate also shows a 
substantial betterment over 1926—94.0 as 
compared with 101.8. British Columbia did 
nobly in the endeavour to offset her low 
birth rate, and can plume herself on an infant 
mortality rate of only 60.1, the lowest of the 
provincial rates. Quebec, on the other hand, 
went in quite the opposite direction. Her 
rate, while materially better than for 1926, 
was much the highest of the provincial rates, 
reaching 129.3. In comparison with thirty 
other countries sixteen had better infant mor- 
tality rates than Canada. 

In natural sequence we come to the mater- 
nal mortality rate. This, unfortunately, 
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remains distressingly high, although it shows 
a slight improvement over 1926—5.6 as 
compared with 5.7. The credit for the lowest 
maternal mortality rate (2.4) goes to Prince 
Edward Island, while Nova Scotia, which 
shared the low rate of the previous year 
with Prince Edward Island, is now compelled 
to admit defeat by all the other provinces. 
There is little satisfaction in comparing 
Canada with other countries in respect of 
this rate. Of twenty-five such countries, 
only six had higher rates than Canada. 
Certain other cullings from this voluminous 
report may be of interest. Thus, the largest 
numbers of births occurred in the months 
of March, April and May, suggesting the 
possibility that the young man’s fancy did 
not turn to thoughts of love until after the 
spring of 1926 had passed. Then there 
were 7,336 still-births, which are not taken 
into account in the determination of the 
birth and death rates. Nearly fifteen per 
cent of the infants of 1927 were born to 
mothers who were of neither Canadian nor 
British birth. In Alberta, only thirty-seven 


per cent of women who gave birth to children 


had been born in Canada. 

Seemingly we did something in the way 
of conserving our centenarians, for only 
eighty of them went over to the great major- 
ity in 1927, as compared with ninety-one 
in the previous year. While Nova Scotia 
can claim less than 6 per cent of the popula- 
tion of Canada, 15 per cent of the cen- 
tenarian deaths are assigned to her. Such 
profligacy might well be made the subject 
of inquiry by a royal commission. One lady 
found British Columbia so entrancing that 
she delayed her departure until she had to 
admit an age of 113 years. 

Contrasting: 1927 with 1926, we find a 
marked decline in the number of deaths from 
influenza, pneumonia, and the diseases of 
early infancy. On the other hand, deaths 
attributable to typhoid fever increased from 
465 to 1,112. Of this increase (647), the 
province of Quebec accounted for 613, and 
the city of Montreal alone for 543. We 
‘may hope for no repetition of Montreal’s 
unfortunate experience in the year under 
review. Deaths from diseases of the heart 
and arteries increased by about 3 per 
cent, and deaths from cancer by 4 per 
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cent. Motor car accidents accounted for 
865 deaths, an increase of 259. Violent 
deaths amounted to 6 per cent of the total 
number. Of this group, 2 per cent were 
due to homicide, 12 per cent to suicide, 
and 86 per cent to accident. British 
Columbia quite outdistanced the other pro- 
vinces in its proportion of deaths due to 
violence. 

Of the leading causes of death, the group 
“‘ Diseases of the Heart’’ occupies first place 
the specific rate being 124. There has been 
a pronounced upward trend in this rate in 
Canada since 1921. Ontario is charged with 
the highest rate in this group. Next comes 
‘Diseases of Early Infancy”’, with a specific 
rate of 97, and with Saskatchewan in the 
least creditable position. Cancer follows, 
with a specific rate of 83, and with Manitoba 
making the largest proportionate contribu- 
tion. Then comes pneumonia: specific rate 
80, Prince Edward Island being the greatest 
sufferer. Pulmonary tuberculosis gives a 
specific rate of 68, with Nova Scotia left to 
deplore a rate exceeding that of any other 
province. The non-pulmonary forms of 
tuberculosis have a specific rate of 14. 
Here Alberta is in the place of chief mourner. 
So there is a fairly even distribution of 
undesired distinctions. 

Except in respect of the diseases of the 
heart, the specific rates mentioned show 
improvement over the rates of the previous 
year. In the case of diseases of early infancy 
and of pneumonia the improvement is highly 
satisfactory. It is noted that the pneumonia 
rate of each of the four eastern provinces is 
much higher than that of any of the other 
provinces. 

Our Indian population continues to be 
ravaged by tuberculosis. Twenty-five per 
cent of all deaths among Indians is attribu- 
table to pulmonary tuberculosis, as con- 
trasted with slightly more than 6 per cent 
for the whole population of the Dominion. 

This review is not intended as a systematic 
analysis of the Report under consideration, 
but rather as an indication of the interest 
and value of its contents. Full justice to 
the Report would demand much more detail 
and much more space than is available to 
us. 

W. H. HATTIE, 
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THE DICK TEST AND PUERPERAL INFECTION 


ken genus Streptococcus is a large one and 
its component species present many 
variations of considerable degree, not only 
in the characters of their growth but also 
in their pathogenicity. Since the days of 
Fehleisen, Rosenbach, and Ogston much 
study has been bestowed upon the group, 
with, it must be confessed, somewhat dis- 
appointing results. Even now it is hard to 
pin specific qualities upon any member of the 
series. This may be explained, perhaps, on 
several counts. Cultures of streptococci 
quickly lose their virulence. Indeed, as 
v. Lingelsheim showed, the toxins seem only 
to be produced under the influence of the 
animal tissues. It is possible to produce 
toxins, as Zinsser did on ‘‘hormone’”’ broth, 
but these seem not to be specific, but, rather, 
“group”? toxins. Again, test animals vary 
greatly in their susceptibility to infection 
with the germ. Laboratory investigation 
under these circumstances presents special 
difficulties. In man streptococcal infection 


ranges in intensity from the comparatively 
mild endocarditis of viridans origin to the 
most virulent septicemia; many different 
structures may be attacked, and the local 
reaction is very varied. From these con- 
siderations it is evident that it is hard to 
link together clinical features with cultural 


peculiarities. Several classifications of 
streptococci have been proposed, such as 
those of Schottmiiller, Andrews and Horder, 
and Holman, which do, to some extent, 
make this correlation. About all that 
emerges from this is that streptococcus 
longus (hemolyticus) is virulent and causes 
acute infection; while streptococcus viridans 
(mitior) is less virulent and causes chronic 
infection. Exception should be made, how- 
ever, of certain strains of streptococci isolated 
from cases of scarlatina, which, in the light 
of the investigations of the Dicks, Dochez, 
Avery, and Lancefield, in particular, seem 
to possess specific properties. On this basis 
the well-known Dick test has been evolved. 

In view of the fact that pregnant women 
are particularly liable to infection with 
scarlatina and that streptococcus hemolyticus 
ean frequently be recovered from patients 
suffering from puerperal sepsis, it is a point 


of some theoretical and, indeed, practical 
interest to discover how a positive or negative 
Dick test is related, if at all, to the incidence 
of puerperal infection. Some recent work 
of Lois Stent (Brit. M. J., I., 1066, May 17, 
1930) deals with this question. Work of 
this kind had previously been done by 
several observers during the last two or 
three years, reference to which is made by 
Dr. Stent. Thus, Burt-White showed that 
30 per cent of 27 Dick-positive cases became 
febrile in the puerperium compared with 
2 per cent of 73 Dick-negative cases. In 
Salmond and Turner’s results 20 per cent 
of 158 Dick-positive and 15 per cent of | 
373 Dick-negative cases developed fever, 
and Burt-White, Colebrooke, Morgan, Jervis 
and Harre found 6.9 per cent of 230 Dick- 
positive and 4.9 per cent of 770 Dick- 
negative cases to become febrile. 

Dr. Stent has studied 500 women with 
the object of determining the relation be- 
tween the results of the Dick test and the 
character of the puerperium. Of these 248 
were tested in the last week of pregnancy, 
152 during labour, and 100 within 24 hours 
after delivery. The percentage of Dick- 
positive and Dick-negative cases was approxi- 
mately the same in each group. In com- 
paring the Dick-positive and Dick-negative 
groups, both in regard to the incidence and 
degree of morbidity, no significant differences 
were observed when the standard error of 
sampling was taken into account. 

Some further observations were made in 
regard to the bearing of interference on the 
incidence of morbidity, interference being 
taken to mean any form of instrumentation, 
manual removal of the placenta, or induction 
of labour other than medicinal. As would 
be expected, interference invites to mor- 
bidity. Dr. Stent found a morbidity of 
22 per cent with interference as compared 
with 7.3 per cent without interference. In 
the interference group of cases the observed 
difference in morbidity between the Dick-- 
positive and Dick-negative cases was 6.7 
per cent (to the credit of the latter), but as 
the standard error was 7.05 there is no 
evidence that the observed difference was 
other than a chance variation. In the 
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case of the non-interference cases the ob- 
served difference (0.4 per cent) was much 
less than the standard error (3.07) and had, 
therefore, again no significance. It follows 
that under the circumstances in which 
liability was greatest, that is where there 
was interference, the immunity to toxin, 
as indicated by the Dick test, did not tend 
to lessen the incidence of morbidity. Dr. 
Stent concludes that the Dick test is not a 
reliable method of disclosing a susceptibility 
or otherwise to puerperal infections. 

Some comments here may be permitted. 
No immunity is so absolute that it may not, 
on occasion, be broken down. Thus, a 
symbiosis of micro-organisms in puerperal 
fever, which is sometimes found, may assist 
the action of the streptococcus; interference, 
by enlarging the traumatised area and, 
perhaps, introducing additional germs, in- 
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creases the dosage with micro-organisms. 
Trauma and mixed infection are of great 
moment in this connection. Then, the 
initial virulence of the strain of streptococcus 
at work may be great. Finally, it is by no 
means certain that the toxins derived from 
strains from different sources are identical, 
nor that the scarlatinal toxin that produces 
the skin reaction is the only one that produces 
pathogenic effects. 

To sum up. Apart from the practical 
point that the Dick test does not afford any 
reliable information as to the resistance of 
pregnant women to streptococcal infection, 
Dr. Stent’s investigations throw no additional 
light on the relationship of the scarlatinal 
strain of streptococcus and that found in 
puerperal septicemia. Too many variable 
factors are introduced for that. 

A.G.N. 


ON FILTER-PASSING VIRUSES 
A’ interesting article on the work carried 


on recently by the Medical Research 
Council in their investigation of filter-passing 
viruses and the part taken by them in the 
etiology of various diseases in man and 
animals appears in the ‘‘Lancet”’ of March 
15th, 1930. No subject is of greater biologi- 
cal interest at the present time, and the 
fact that these so-called filter-passing viruses 
are invisible under our most modern micro- 
scopic methods adds to the interest. The 
subject is also one of great practical impor- 
ance to the general physician. 

Whether these viruses are organized as 
minute ultra-microscopic bodies was until 
recently an open question. They would 
appear to be too small to have an organiza- 
tion similar to that of the cells which we 
have hitherto recognized as the primary 
units of living matter. No investigator has 
as yet succeeded in preparing an artificial 
fluid in which they can reproduce themselves 
and multiply. Some of them, however, 
grow under artificial conditions, if tissue 
taken from a freshly killed animal is added 
to a suitable medium; and if a _ patho- 
genic virus is introduced into the tissues of 
an animal in minute quantity rapid and 
unseen multiplication of it takes place 


throughout every part of the organism 
attacked, as shown by the fact that a minute 
portion of any part of such an organism will 
be found able to infect other similar or- 
ganisms. 

Every known method of investigation 
is made use of in the present research into 
the physical properties and natural history 
of these viruses and into the changes which 
take place by which their virulent action is 
hindered in a susceptible animal. 

The virus of smallpox was the first disease 
in which such a change was secured by 
passing the virus through the tissues of a 
calf. When transferred again to human be- 
ings it showed no tendency to revert again 
to its original virulence as smallpox. The 
alteration in its character thus appears to 
be irreversible. Other viruses studied in 
a similar way by propagation in the bodies 
of animals not their customary hosts do 
not appear to be affected similarly. Any 
change which takes place in them is found not 
to be irreversible, and the virus reverts to 
its former virulence, when transferred once 
more to a susceptible animal. 

Failing by this method to reduce the viru- 
lence of a virus investigators have tried to 
destroy or lessen toxicity by acting upon the 
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virus by various toxic chemical agents until 
it becomes incapable of producing disease 
when injected into a susceptible animal. It 
was found that in the case of some viruses 
although they did not induce the disease 
they induced immunity in a susceptible 
animal to the action of untreated virus. 

The first successful use of this method was 
Fermi in Italy about twenty years ago. He 
treated the virus of rabies with carbolic 
acid and secured sufficient change to induce 
by it a modified immunity. During the last 
few years the virus of dog distemper has 
been treated in this way, and Laidlaw and 
Duncan obtained immunity in susceptible 
dogs by injection with a virus rendered 
harmless by formalin. Recently, Todd, at 
the National Institute for Medical Research, 
has shown that inoculations of the virus of 
fowl plague when treated with carbolic acid 
and glycerine makes the birds so resistant 
to the disease that the subsequent injection 
of an otherwise fatal dose of the virus leaves 
the fowl unharmed. 

These two examples of protection against 
dog’s distemper and fowl plague have led 
to the successful use of similar methods in 
the protection of monkeys against yellow 
fever. It is still very doubtful, however, 
how far a treated vaccine from monkeys will 
protect man. Immunity from rinderpest 
can be given to cattle by a virus treated in 
this way, but this virus effective for cattle 
proves ineffective for goats or pigs. It is 
this specificity of viruses which offers baffling 
problems to the investigators. It appears 
from investigations so far that although 
canine distemper can be passed to and fro 
indefinitely to the ferret and back again to 
the dog, equivalent results are not obtained 
when ferret vaccine is used for dogs. Practi- 
cal results in the prevention of dog distemper 
depend upon the device of securing temporary 
immunity by a virus so attenuated as to be 
quite harmless, and by giving during this 
period of immunity a full dose of virus, 
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which now brings a lasting immunity without 
inflicting the disease except in a very mild 
form. Unfortunately, these methods have 
not thus far proved applicable in the case 
of other diseases produced by viruses. In 
regard to foot and mouth disease it has been 
found that immunity can be given by treated 
virus, but inasmuch as the disease itself gives 
no lasting immunity this has a limited value. 
Moreover, at least three different types of 
virus exist and the effects of one do not pro- 
tect against the other. 

In the meantime close investigation is 
made by every available method into the 
actual nature of the virus body, for we now 
know it to be articulate as it is acted upon by 
gravity in water in suspension. Mr. J. E. 
Barnard has made advances towards the 
better optical examination of viruses by 
using shorter wave lengths of light outside 
the visible spectrum, and Mr. Elford, work- 
ing under Mr. Barnard in the National 
Institute, is endeavouring to improve our 
methods of filtration, problems which offer 
difficulties owing to the minuteness of the 
object. Another interesting line of enquiry 
has been the endeavour to investigate the 
distribution of the virus in the blood. It 
has been shown that in certain diseases the 
virus does not float freely like a bacterial 
invasion in the fluids of the blood, but is 
wholly contained within the bodies of the 
white blood corpuscle. From evidence of 
various kinds and values it would appear 
that the invading virus multiplies within 
the cells of the living animal or plant rather 
than in the body fluids. Dr. C, H. Andrews 
has lately used a method of studying virus 
infection out of the body by infecting with 
virus small fragments of animal tissue kept 
surviving in suitable fluid media. Evidence 
of infection is seen in the so-called inclusion 
bodies found microscopically in the tissue 
which resemble appearances that accompany 
infection by the same virus in a living 
animal. A. D. B. 
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EpiroriAL COMMENTS 


Loditorial Comments . 


POLIO-ENCEPHALITIS 


In a recent editorial in The Lancet attention 
is directed to a feature in the last Registrar- 
General’s report on infectious diseases, in which 
the eases classed as polio-encephalitis have 
been numerous as compared with the number 
of cases reported as poliomyelitis. In one 
of the weekly issues the number of deaths 
reported as polio-encephalitis was actually higher 
than the number reported as cases of polio- 
myelitis. The Lancet questions whether these 
mortality figures are correct. Apart from cer- 
tain cases in which the bulb or pons is involved, 
true polio-encephalitis is unquestionably a very 
rare disease, and numerous statistics are quoted 
indicating its rarity. Following the lead of 
Striimpell in Germany in 1885, a number of 
cases of spastic hemiplegia were ascribed to an 
encephalitis resulting from infection by the virus 
of poliomyelitis, in which after a short period 
of malaise and pyrexia, convulsions followed by 
hemiplegia occurred. These cases, however, of 
infantile cerebral palsy, as was pointed out 
long ago by Dr. Still, show neither the seasonal 
incidence nor the epidemic occurrence which are 
features of acute anterior poliomyelitis. Many 
epidemics of poliomyelitis have now appeared in 
different parts of the world, but no special pre- 
valence of infantile hemiplegia has been de- 
seribed as associated with them. Even in the 
experimental production of acute anterior polio- 
myelitis in monkeys this intracerebral inocula- 
tion does not result in spastic paralysis of the 
lower limbs, but in flaccid paralysis due to 
lesions of the virus in the special cord. There 
seems, therefore, to be no sufficient ground for 
regar Jing infantile hemiplegia coming on in as- 
sociation with a febrile illness as having any 
close kinship with the more common spinal in- 
fantile paralysis. 

There is, however, another group of eases in 
which symptoms of encephalitis occur in associa- 
tion with one of the specific fevers. These cases 
of acute disseminated encephalitis appear to 
have been more common during the last two or 
three years than formerly. The pathological 
changes found in the brain differ in many im- 
portant particulars from those produced by the 
virus of poliomyelitis. The disease must there- 
fore be regarded as distinct from polio-encephal- 
itis. It would appear, consequently, that all the 
statistics relating to polio-encephalitis must be 
regarded for the present as fallacious and likely 
to remain so as long as we are devoid of any 
specific test for recognizing infection by the 
poliomyelitis virus. A.D.B. 


THE VALUE OF A PHYSICIAN’S SERVICES 


While doctors have silently and in dignity 
held the position that it is bad form to be 
insistent on a money value of their services, 
laymen have decided collectively that the 
doctor is worth less than he thinks he is. 
Many companies and organizations, powerful 
in numbers, have asked physicians if they will 
treat patients for two-thirds of the usual fee 
when payment is guaranteed. The doctor, who 
considers that he has had a prosperous year 
when he collects for two-thirds of the work he 
does, usually has answered ‘‘Yes’’. 

Every year more and more patients come 
under contracts of one sort or another. Private 
patients hear of the low fees and demand 
similar consideration. The doctor’s expenses 
go up, taxes are higher, food is no cheaper, 
and the medical man at last begins to wonder 
why his services are the only ones in the com- 
munity that are becoming worth less. He 
attends medical meetings where all members 
agree to abide by the decision of the society 
condemning cut rates for contract practice, 
only to pick up the paper the next day and 
read that Dr. So-and-So, at a presumably cut 
rate, has agreed to treat all the indigent cases 
of a certain district. His reaction may be 
philanthropic, ‘‘Well, perhaps we have been 
charging too much. I am glad to see the people 
are getting a bargain in medical services,’’ or 
his reaction may be cynical and he may wish 
that he belongs to a calling as well-organized 
as the carpenters. L. A.C. 


Post-GRADUATE INSTRUCTION IN VIENNA 


Until the outbreak of the Great War Vienna 
possessed an enviable pre-eminence in connec- 
tion with the instruction of medical graduates. 
Not only was the clinical and pathological 
material immense, but the instructors were 
keen, and the courses were so systematized that 
it was possible to obtain a wide range of in- 
struction in a comparatively brief space of time. 
Besides this, the old city itself was charming 
and the country round about alluring, so that 
a sojourn there was at once instructive and 
delightful. Vienna was always a Mecea for 
the young Canadian graduate in Medicine. 
Now that the War has passed into history for 
some ten years or so one wonders whether the 
old attraction still persists. A correspondent 
of the British Medical Journal, in a recent issue 
(May 24, 1930) tells something of conditions as 
they exist to-day. 
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Compared with post-graduate courses as they 
are planned in Great Britain, the Austrian 
courses are more suited to the specialist than 
to the general practitioner. Whereas, formerly, 
a working knowledge of German was necessary, 
now many of the courses are given in English. 
The American Medical Association of Vienna 
controls the admission to the courses, as it used 
to do thirty years ago, and prospective post- 
graduate students must join this Association. 
Living in Vienna is reasonably cheap and the 
medical courses are reasonably priced. The 
city and country are still pleasant, but the 
spirit of the place seems to be different. ‘‘The 
absence of the old aristocracy, the depression 
of the professional classes, the existence of 
severe poverty, and the constant political 
struggle between the highly socialistic urban 
population and the individualistic rural party, 
have converted Vienna from the gayest capital 
in Europe to the quietest.’’ The correspondent 
rather doubts that Vienna still maintains its 
former greatness as a medical centre. ‘‘The 
result of the war, the relative poverty of the 
professional classes, and the reduction of 
Austria from its old position to a republic of 
six million individuals, have had a depressing 
effect on the mental attitudes of the intel- 
ligentsia.’’ The leaders of medical thought in 
Vienna are not free from the fear that with 
the passing of political greatness Vienna has 
also lost importance as a cultural centre. 


Friptsjor NANSEN 


The recent death, at the age of 68, of 
Fridtjof Nansen, G.C.V.O., D.C.L., Aretie ex- 
plorer, Professor of Zoology and Oceanography 
in the University of Christiania, and Rector of 
St. Andrew’s University since 1925, is a much 
regretted loss to science and to the highest 
type of politics. He was born in Norway in 
1861, and studied in the University of 
Christiania and afterwards for a short time in 
Naples. He early attracted attention as an ex- 
plorer of Arctie regions by making his first 
voyage, when he was only twenty-one years of 
age, in the sealer ‘‘Viking’’. He was the first 
explorer to cross Greenland, which he did in 
1888, accompanied by three Norwegians and 
two Lapps. His great achievement was his 
attempt to reach the North Pole by allow- 
ing his ship the ‘‘Fram’’ to become frozen in 
the ice in the northern Siberian sea and then 
permitting it to drift north towards the Pole. 
By this means he reached the highest latitude 
that had then been attained (86°14’) in the 
Spring of 1896. In 1887 just before his ex- 
pedition across Greenland he wrote a treatise 
on the structure and combination of the histo- 
logical elements of the central nervous system. 
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In 1906 after taking an active part in the 
separation of Norway from Sweden he left the 
chair of Zoology at Christiania, to serve as the 
first Norwegian minister to London, but in 
1919 again transferred his main attention to 
the problems of mankind. At this time the 
Council of Four was wondering how to deal 
with Soviet Russia, and Nansen proposed a 
scheme of famine relief which was accepted in 
principle, but, unfortunately could not be ear- 
ried out. The League of Nations then entrusted 
him with the task of repatriating prisoners of 
war, and in this task his frank altruism did 
much to allay the suspicious atmosphere of 
post-war Europe. This work was appropriate- 
ly recognized by the award of the Nobel Peace 
Prize. His scientific work as a naturalist, his 
numerous expeditions to the North and his 
altruistic services under the authority of the 
League of Nations led to his election in 1925 
as Lord Rector of St. Andrew’s University. 
He was the author of numerous books deserip- 
tive of his experiences in the North. 

A: DB. 


PRESENTATION TO Dr. BLACKADER 


The opening session of the recent meeting of 
the American Pediatrie Society in Montreal 
was marked by a very pleasant function. At 
the close of the President’s address a presenta- 
tion of a silver platter was made to Dr. A. D. 
Blackader. The platter was suitably engraved 


- as a token of regard from the Society for Dr. 


Blackader’s long and close association with 
pediatrics. He is one of the founder members 
of the American Pediatrie Society and as an 
honorary member still retains the keenest in- 
terest in its work. 

The Journal is greatly pleased to be able io 
draw attention to this well deserved honour. 
It is another instance of the recognition of 
Dr. Blackader’s width and keenness of interest 
from which our Journal has profited so greatly, 
and which we hope will long continue unim- 
paired. H. E. M. 


SPECIAL NOTICE RE COLLECTION AGENCIES 


Members of the Association who are in pos- 
session of definite information or evidence to 
prove that they have been muleted of moneys 
at the hands of Collection Agencies or Bureaus 
are requested to send this information to the 


General Secretary at once. The Law Society of 
Ontario has kindly consented to look into this 
question, and it is very important, that any evi- 
dence which we may possess should be placed 
in the hands of that Society. 
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NEUROLOGY OF MICTURITION 


Special Articles 


THE NEUROLOGY OF MICTURITION* 


By Joun Beattir, M.D., 


Associate Professor of Anatomy, 
McGill University, 


Montreal 


The mechanism of micturition has been 
studied very completely during the past fifteen 
years by numerous observers. Barrington, in 
England, has worked out in detail the reflex 
mechanism of the act in decerebrated animals. 
The voluntary control of micturition is a much 
more difficult subject, and although many help- 
ful suggestions have been offered by clinicians, 
the physiology of the cortical control of the 
bladder remains almost unknown. Barrington*® 
eame to the conclusion that reflex micturition 
requires an intact hind-brain and cord, and has 
shown‘ that there is an actual anatomical area 
within the tegmentum of the brain stem which 
is the ‘‘centre’’ for the performance of the 
reflex act. 

It will be necessary to review our know- 
ledge of the innervation of the bladder and 
urethra in the light of Barrington’s work, and 
to point out the evidence of a clinical nature 
which supports the experimental findings and 
justifies their application in clinical work. 


THE BLADDER 


The bladder is made up of two functional 
muscular units, the detrusor and the internal 


sphincter. The detrusor musculature is sup- 
plied by the pelvie nerves which belong to the 
parasympathetic division of the vegetative 
nervous system. Stimulation of these nerves 
causes contraction of all the bladder muscle 
with the exception of the sphincter. The 
_ fibres emerge from the cord through the an- 
terior roots of the second and third sacral 
nerves and unite in the pelvis to form pelvie 
nerves. The fibres end in the vesical plexus, 
from the ganglion cells of which new fibres 
arise that end directly in the bladder wall. 
There is reason to believe that the pelvic in- 
nervation, besides being a positive motor in- 
nervation to the detrusor muscle, also inhibits 
in some way the contraction of the internal 
sphincter. This latter muscle receives its 
motor innervation through the hypogastric 
nerves, which are derived from the true sym- 
pathetic system through the first and second 
lumbar nerves. Sympathetic fibres are known 


* Read at a meeting of the McGill Neurological 
Society, on February 19, 1930. No. 3 in series. 


to pass into the bladder wall apart from the 
sphineterie muscle, and, so far as is known, 
they cause relaxation of the detrusor muscle 
( Elliott’). 

The bladder is richly supplied with sensory 
or afferent fibres in both the pelvie and sym- 
pathetic nerves. The sensory fibres in the 
pelvic nerves are distributed mainly to the 
region of the bladder neck, while the sensory 
or afferent sympathetic fibres are distributed 
generally over the bladder and down into the 
urethra. The afferent pelvic fibres enter the 
cord through the seeond and third sacral pos- 
terior roots; those of the hypogastric (sym- 
pathetic) nerves enter probably in the posterior 
roots of the twelfth thoracic, first and second 
lumbar nerves. 

THE URETHRA 

The muscular tissue associated with the 
urethra contains both voluntary and involuntary 
fibres. The voluntary muscular tissue is con- 
centrated at the external sphincter (compressor 
urethre) while the involuntary tissue is dis- 
tributed along the whole of the urethra. The 
involuntary muscular tissue receives its inner- 
vation from both the hypogastric and the pelvie 
nerves but probably mainly from the latter. The 
voluntary muscles are supplied by the pudie 
(internal pudendal) nerve. As is the ease in the 
bladder, afferent as well as efferent fibres are 
carried in all three nerves to the urethra. The 
pudie nerves are derived from the second, third 
and fourth sacral segments of the cord. 


BLADDER TONUS 


The bladder has the power of maintaining an 
even pressure on its contents, irrespective of the 
volume, within limits. This pressure in man is 
about 150 m.m. of water. If the volume in- 
creases beyond the normal capacity, the pressure 
commences to rise and the ‘‘desire to micturate’’ 
is experienced when the pressure reaches about 
180 m.m. of water. The bladder musculature 
may have this inherent power of active relaxa- 
tion, but it is probable that during normal econ- 
ditions the adaptation to changes in volume 
within normal limits is controlled reflexly 
through the spinal cord. The cerebral cortex 
ean inhibit the ‘‘desire’’ and allow the bladder 
to relax and the pressure to fall. The mechan- 
ism of this control is quite unknown. Converse- 
ly, under emotional stress the power of elonga- 
tion of the bladder musculature may be in- 
hibited, giving rise to frequent micturition of 
small quantities of urine. Inflammatory con- 
ditions or caleulus may give rise to similar 
effeets. 
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MIcTURITION 


Barrington® has shown that the bladder, as it 
is distended, undergoes rhythmic reflex contrac- 
tions which raise the intravesical pressure slight- 
ly. When the pressure level reaches about 180 
m.m. of water, the detrusor musculature con- 
tracts and this contraction in its turn causes 
relaxation of the urethra. Relaxation of the 
urethra reflexly increases the contraction of the 
bladder and the organ is evacuated. The 
mechanism involves not only the spinal cord but 
many higher centres. To study these it is neces- 
sary to consider the effect of lesions of several 
nerves. 


Section of the hypogastric nerves. — When 
these nerves are cut in dogs, cats or human 


beings, no interference with normal micturition 
is experienced. 


Section of the pelvic nerves.—Section of these 
nerves abolishes all bladder sensations in dogs 
and eats, but Head and Riddoch® have shown 
that after destruction of the sacral posterior 
roots a human patient can still experience sen- 
sations of ‘‘fullness’’ and ean recognize the 
passage of a catheter through the trigone. There- 
fore, bladder ‘sensation in man is probably 
earried partly in the hypogastric nerves. This 
fact supplies a rational basis for hypogastric 
nerve section in the relief of the pain caused by 
tuberculosis of the bladder. 


If the pelvic nerves are cut in dogs or 
cats, retention with overflow results. No pain 
is experienced. After some days the over- 
flow ceases, and the animal passes urine in 
small quantities voluntarily, but a large amount 
remains within the bladder. If the pudic nerves 
are now cut the voluntary micturition is ab- 
olished, and continual dribbling results, although 
the bladder still contains a considerable quan- 
tity of urine. It is obvious therefore that 
voluntary micturition can be accomplished with 
the pudie nerves intact but with the other nerves 
sectioned. Afferent impulses can arise from the 
urethra above the external sphincter which can 
cause relaxations of this muscle. Further, it 
would seem that such afferent impulses must 
reach the level of consciousness and give rise to 
some sensation, but not to the sensation of over- 
distension. of the bladder. 

These facts are important. clinically, for 
temporary or permanent interference with the 
pelvic nerves ean take place after excision of 
the rectum, in inearceration of a retroverted 
gravid uterus, and after a long labour. The 
patient may complain of little or no pain but 
draws attention to some incontinence, al- 
though he or she may still be able to micturate. 
The bladder is found to be distended. If both 
nerves have been severed, pyelonephritis may 
result within a few days, but the usual course 
is for the patient to recover a certain ability to 
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micturate, but with a large amount of residual 
urine. Cystitis diminishes this residual amount 
and eventually the bladder may be almost 
completely emptied. In the other two clinical 
examples the nerves have been traumatised by 
pressure or stretching, and are not divided. 
Treatment of the retention by catheterisation 
leads to a recovery of function within some 
days and in a few weeks conditions are normal. 
When the internal sphincter is destroyed, as in 
suprapubic prostatectomy, the external sphinc- 
ter controls the outflow of urine, but the in- 
fluence of the pelvic nerves on the detrusor re- 
mains intact. 

Section of the pudic nerves.—When these 
nerves are divided, leaving the other nerves 
intact, micturition is possible without difficulty. 
The internal sphincter is effective, provided 
that the intravesical pressure does not rise too 
high. In sudden body movements, such as 
coughing, a few drops of urine may be passed 
but the bladder is not emptied. This condition 
is frequently found after perineal damage due 
to a long labour. 

Section of the posterior roots of the sacral 
nerves.—The experimental evidence presented 
above gives no direct information about the 
role of the afferent fibres of the pelvic and 
pudie nerves. When the cauda equina or the 
sacral posterior roots are destroyed, the 


bladder sensibility is diminished but not alto- 
gether destroyed. When the cauda equina is 
destroyed the bladder, if healthy, can evacu- 
ate itself in response to the internal pressure. 


The sphincter relaxes, and, owing to the 
atonicity of the urethra and external sphincter, 
the bladder may be partially evacuated. When 
the intravesical pressure falls the sphincter 
is intact and consequently the urethra is closed. 
Urine is evacuated in drops and is not passed 
voluntarily. In tabes of these roots the condi- 
tion is similar. If the patient learns to evacu- 
ate voluntarily at intervals he can keep him- 
self dry but always has considerable residual 
urine. Bladder sensation may be absent en- 
tirely, but if the upper lumbar roots are intact 
some sensation may remain. Voluntary mic- 
turition is possible but is difficult to initiate. 
The centres in the central nervous system.— 
Barrington*® demonstrated that decerebration in 
the Sherrington plane does not abolish normal 
micturition. Consequently he assumed that the 
more anterior parts of the brain may control 
but do not form part of the normal reflex are. 
In a later paper* this author came to the con- 
clusion that in the hind brain, at the internal 
edge of the superior peduncle of the cerebellum, 
there is a bilateral centre which is necessary for 
the proper performance of the act of micturition. 
The analysis of reflex micturition lead him to 
conclude that five reflexes were involved in the 
act. The first reflex is initiated by a rise in the 
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intravesical pressure. The sensory path (in the 
cat) runs in the pelvie nerves from the bladder 
wall. From the posterior roots of the second 
and third sacral segments the impulses pass to 
the hind brain, whether as a definite tract or not 
is unknown. From this hind brain centre the 
motor pathway passes down in the cord and to 
the bladder through the pelvic nerves, causing 
strong contraction of the detrusor and relaxa- 
tion of the internal sphincter. The proximal 
urethra now transmits a stream of urine. This 
is the adequate stimulus for the second reflex. 
The afferent pathway is the pudic nerve; the 
efferent is the pelvic; and the reflex centre is in 
the hind brain. The result is a further strong 
contraction of the bladder, forcing more urine 
into the proximal urethra, which is now dis- 
tended. Distension of this part of the urethra, 
1.€., above the external sphincter, causes weak 
contractions of the bladder. The afferent and 
efferent pathways of this reflex are in the hypo- 
gastric nerves and the centre lies in the lumbar 
cord. It has been mentioned above that when 
the proximal urethra transmits urine it initiates 
the second reflex. The passage of urine initi- 
ates the fourth reflex also. This reflex causes a 
relaxation of the urethra and the external 
sphineter. The sensory and motor fibres lie in 
the pudie nerves, and the reflex centre is found 
in the sacral cord. By means of these four re- 
flexes the urine is passed in a continuous stream 
until the bladder is completely emptied. Dis- 
tension of the bladder causes a reflex dilatation 
of the urethra. The pelvic nerve contains the 
afferent fibres and the pudie the efferent. The 
centre for this reflex lies in the sacral cord. 
Reflex micturition is made up of two phases, 


TABLE I 


Phase I.—Distension of the bladder: 
(Rise in pressure) 
Strong contractions of the bladder (Reflex I). 
Relaxation of the urethra (Reflex V). 

Phase II.—Passage of wrine along the urethra: 
Strong contractions of the bladder (Reflex IT). 
Relaxation of the urethra (Reflex IV). 

Distension of the urethra: 
Weak contractions of bladder (Reflex IIT). 


NEUROLOGY OF MICTURITION 


the main reflex of each phase depending on 
the integrity of the hind brain centre and its 
connection. 

The striking feature of this analysis is the 
small part played by the true sympathetic sys- 
tem in the whole act. The human mechanism 
may differ, but the evidence points towards the 
preponderating influence of the pelvie nerves. 
It is probable that afferent impulses passing 
along the hypogastric nerves may arouse ‘‘the 
desire to micturate’’. (Head and Riddoch). 
The réle of the sensory fibres of the pudic nerves 
in the human subject is probably considerable, 
especially after suprapubic prostatectomy. 


VOLUNTARY MICTURITION 


Cortical control over the evacuation of the 
bladder is not inherent in the adult human 
being. In young children the whole act is a 
reflex one, and cerebral centres are not con- 
sulted. Whether a conditioned reflex has been 
evolved after long training, or whether there are 
actual cortical ‘‘centres’’ controlling micturition 
has not been decided. There can be no doubt 
that distension of the bladder produces effects 
—pain manifestations—which require at least 
the presence of the thalamus. 

Psychie factors influence in no small degree 
the tonus of the bladder musculature. When 


the stimulus is a strong one, involuntary mictur- 
ition may take place, although no actual physi- 
cal stimulus has been applied. The effects of 
running water, the near approach of an examin- 
ation, or a severe fright, may be such as to over- 
come a distinct voluntary desire to suppress the 


act. Kuntz® considers that the diencephalic 
nuclei may be involved in such psychic reactions. 
The evidence certainly points that way. 
Cortical control of any voluntary muscular 
act has been assumed to be through the agency 
of voluntary muscle. To initiate voluntarily 
the act of micturition the usual procedure is to 
raise the intra-abdominal pressure—a voluntary 
act—and hence to raise the intravesical 
pressure. This would be enough to initiate not 
only reflexes I and V, but also to force some 
urine into the urethra and bring reflexes II 


TABLE IT 











Adequate 
Reflex Stimulus 
1 Rise in bladder 
pressure (disten- 
_ sion) 
Passage of water 
through the 
urethra 
Distension of 
the urethra 
Passage of water 
through the 
urethra 
Distension of 


the bladder 


Afferent Path 
Pelvic Nerves 


Pudie nerves 


Hypogastric 
nerves 


Pudie nerves 


Pelvie nerves 





Efferent Path 
Pelvic Nerves 


Pelvic Nerves 


Hypogastric 
nerves 
Pudie nerves 


Pudie nerves 


Centre 
Hind brain 


Result 


Strong contractions of 
bladder 


Hind brain Strong contractions of 


bladder 


Weak contractions of 
bladder 


Lumbar 
cord 

Sacral 
cord 


Relaxation of urethra 
and external 
sphincter 

Dilatation of the ex- 

ternal sphincter 


Sacral 
eord 




































































and IV into play. But this assumes that the 
external sphincter must be relaxed, for it has 
been pointed out above that unless this struc- 
ture is relaxed only a few drops of urine can 
be foreed out from the urethra. It is likeiy 
then that cortical control is exercised in these 
two ways—control of intra-abdominal pressure 
and control of the external sphincter, which is 
a voluntary muscle. Yet Dennig’s® observa- 
tion that voluntary control over bladder 
evacuation can still persist after section of the 
pudie nerves, and the common experience that 
the tonus of the bladder wall can be relaxed 
‘‘by taking thought’’, complicate the question 
and leave the actual mechanism still in doubt. 

Evidence from clinical experience points to 
some representation of bladder function in the 
precentral gyrus (Adler, Briining, Kleist and 
Pfeiffer). Kleist considers that only in bi- 
lateral pyramidal lesions is there a disturbance 
of bladder function. This disturbance may be 
either retention or incontinence. The essential 
cortical lesion he believes to be in the para- 
central lobule on the medial surface of the 
hemisphere. Briining believes the cortical area 
to lie in that part of the precentral gyrus con- 
taining the cells for the lower extremity and 
that a lesion there caused retention. Pfeiffer 
delimits the area to that controlling hip move- 
ments. Forster agrees with Kleist in his 
localisation. Adler’? has attempted to reduce 
to some agreement the various centres which 
have been postulated. He divides the cortical 
centres into four groups of cells: (a) the ex- 
ternal sphinecterie centre, which is to be found 
in the hip area of the precentral gyrus; (b) 
the internal sphincterie centre, situated in the 
foot area of the precentral gyrus, 7.e., on the 
medial surface of the hemisphere and, there- 
fore, in the paracentral lobule; (c) a sensory 
cortical area for the bladder in the gyrus 
fornicatus; this, Adler supposes, is the centre 
for bladder sensations; (d) a frontal centre, 
supposed to control the above three cortical 
centres. 

This theory of cortical control is suggestive, 
but it presents some difficulties. It assumes that 
a viscus can obtain direct representation in the 
motor and ‘‘sensory’’ cortex. This is at variance 
with our present notions of the functioning of 
the motor and sensory cortex. Miiller™ sug- 
gested that cortical representation may not be 
necessary, and that lower centres, e.g., in the 
thalamus and hypothalamic regions, may be con- 
trolled in some way by cortical impulses. These 
regions in turn control the micturition reflexes. 
The whole question is in need of thorough in- 
vestigation. 





SPONTANEOUS MICTURITION 


After complete transections of the spinal cord 
in front of the sacral region retention with over- 
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flow results. Within a few days spontaneous 
ejaculation of jets of urine is observed from time 
to time. Any factor which increases the intra- 
vesical pressure will provoke this spontaneous 
micturition. After the transection the urethra 
exhibits spontaneous rhythmic relaxations. At 
first the degree of relaxation is not sufficient to 
allow urine to pass but after a few days the 
general muscular tonus is diminished and the 
intravesical pressure is sufficient to overcome the 
resistance of the urethra when the relaxation is 
greatest. As the bladder pressure falls, the re- 
sistance is too great to be overcome and the dis- 
charge of urine ceases. In man similar effects 
are observed. The fourth and fifth reflexes are 
involved in spontaneous micturition. 

The pathways in the cord.—Mosso and Pel- 
lacani’® working on dogs, Stewart. and Spiegel 
and Macpherson’? from observations on cats 
have shown that the efferent. pathways of the 
micturition centre in the hind brain lie in the 
dorsal parts of the lateral columns. Stewart 
pointed out that the pathways are partially 
crossed, the decussation taking place between the 
medulla and the first cervical root and also at 
the levels of the second and fifth lumbar seg- 
ments. Barrington’ pointed out that Erb’s 
paralysis affects this particular area of the cord, 
and consequently micturition may alone be inter- 
fered with, although in the classical cases an 
extensor plantar response (Babinski) can be 
elicited. 


SUMMARY 


In general it can be said that the sympathetic 
nervous system has little to do with bladder 
function. The nervous control is exercised 
mainly through the pelvic and pudic nerves. The 
sensory nerve supply to the bladder and urethra 
is transmitted through all three nerves, of which 
the pelvie carries the greater number of sensory 
fibres. 

Bladder control is exercised through five 
“‘levels,’’ using the term as it was applied by 
Hughlings Jackson :— 

1. A cortical control. Whether it is a single 
centre or a group of centres is as yet unknown. 

2. A hypothalamic centre. Much evidence 
has, accumulated in favour of a centre in the 
diencephalic region, which if it does not. actually 
control micturition does at least alter the tonus 
of the vesical smooth muscle. 


3. A bulbar centre situated in a region close 
to the medial side of the superior cerebellar 
pedunele in the pons. This centre is essential 
for reflex micturition. 

4. A saeral centre in the region of the second 
and third sacral segments. Its integrity, other 


centres being abolished, allows of the phenom- 
enon of spontaneous micturition. 


This centre is of doubt- 


5. A lumbar eentre. 
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— 


ful value, but its integrity is probably necessary 
for the production of reflex III. 

Reflex micturition is a phenomenon depending 
on the action of five reflexes. These reflexes are 
arranged so that the completion of the first calls 
forth the remainder. 
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Men and Books 


REMARKS ON THE PRESENTATION OF A 
GAVEL TO THE ASSOCIATION OF 
AMERICAN PHYSICIANS* 


By Norman B. Gwyn, M.B., 
Toronto 


The house in which Osler was born at Bond 
Head, Canada West, the house built by Sir 
William’s father and occupied by the family for 
twenty years, was destroyed by fire some months 
ago. This had made possible the salvaging of 
some timber fragments from the ruins, and out 
of one of these, at your President’s request, I 
have had fashioned this gavel which I lay before 
you. 

As regards the gavel itself there is not much 
to say. The inscription, ‘‘Bond Head, C.W.,”’ 
brings in, on the other hand, a detail of Can- 
adian history. By the Act of Union of 1840 
Upper and Lower Canada were united into one 
provinee—the Province of Canada; those parts 
of the province east and west of the Ottawa 
River became in turn Canada East and Canada 
West, retaining this geographical labelling till 
Confederation in 1867, when the western part 
of the province was christened Ontario. Sir 
William’s parents, however, arriving at the set- 
tlement in 1837, would have described them- 
selves as residents in Bond Head, U. C., or even 
“‘Up. Can.’’, as I have seen stamped on the 
letters of the time. 

Of Sir William himself I do not feel called 
upon to speak, nor am I so familiar with his 
activities in connection with the foundations of 
this society that I can safely dwell upon them. 
Suffice it to say, that if any pleasure you may 
have in accepting this small but interesting gift 
equals that which your president and I have in 
presenting it we shall feel amply repaid. We 
will always like to think, moreover, that down 
the ever lengthening line of presiding officers, 


* At the meeting in Atlantic City, May 6, 1930. 


will go from hand to hand this symbol of author- 
ity, which may, perhaps, bring back to us the 
memory of one who cherished ever high ideals, 
and who had always in his heart the interests of 
the association. 


THE POET LAUREATE 


The long and full life of the Poet Laureate 
closed on Monday, April 21, 1930, after a period 
of illness of which few were aware, and within 
some six months of the publication of a work 
which gave astonishing proof of his vitality, the 
range of his intellectual interests, and his poetic 
skill. The publie has hardly had time to digest 
the ‘‘Testament of Beauty’’ yet; but it is safe 
to-say that it. will occupy readers and crities for 
generations to come by reason of its excellences. 
There is a well-known passage in Greek litera- 
ture in which the Odyssey, as the work of old 
age, is compared with the bright setting sun, as 
clear as ever but diminished in strength; Mr. 
Bridge’s genius, paradoxically, if the metaphor 
can be sustained, burned even more powerfully 
in its brilliant late evening than before. Of the 
future of his fame it is still rather early to speak; 
but the omens, if consummate craftsmanship and 
richness of content command their due, are all 
in favour of its steady growth. Though the 
classically educated physician from St. Bartholo- 
mew’s appears now in retrospect to have been 
‘‘long choosing and beginning late,’’ it is certain 
that he lost nothing thereby, nor did he gain or 
seem to gain anything from factitious puffing; 
his deserts spoke in time for themselves, at first 
to the few and by degrees to steadily widening 
circles. While it was never his, as it was Ten- 
nyson’s, to know that innumerable phrases of 
his coining had become part of the current 
speech, the defect, if it was a defect, lay neither 
in his workmanship nor in the nature of his 
poetry. Even such a phrase as he applied to 
the youth of England in the War, perhaps the 
one really Shakespearian utterance to fall from 
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any poet at that time, was not picked up as it 
deserved to be. It came in his noble ode on the 
Shakespeare Tercentenary, and runs :— 


But ye, dear Youth, who lightly in the day of fury 
Put on England’s glory as a common coat. 


But immediate popularity cannot be taken as the 
sole test of artistic merit, and in any event the 
writers of the present day do not. seem to be 
read in the same leisurely and sociable way as 
was the good fortune of many of their pre- 
decessors to be read in times less hurried than 
these. 

In saying farewell to a great poet, whose repu- 
tation may be confidently trusted to look after 
itself, the world also says farewell to a man who, 
though he was never a popular figure, was as 
fine an Englishman as it could desire to see, and 
to a scholar whose influence on English scholar- 
ship was marked. That Bridges was as much a 
match for the age as Milton was for his is one 
of the guarantees for the permanence of his 
poetry; in this respect, leaving all other con- 


siderations, cogent as they are, alone, there are 


the best grounds for believing that as time goes 
on he will be recognized not merely as a true 
English poet, but as one of those poets which 
nations produce only at rare intervals.—The 
Weekly Times, April 24, 1930. 


THE TESTAMENT OF BEAUTY 


Dr. Bridges, having appealed, in the words of 
Virgil, for the support of his adored Muses, 
testifies in this earnest difficult poem to a life- 
long love of beauty, seeing that with the world’s 


attainment of accumulated knowledge new 
orders of beauty arise; but a devotion to Greek 
culture compels him to regret that man’s fac- 
ulties have not developed in a comparable man- 
ner, so that there is ‘‘now no higher intellect to 
brighten the world than little Hellas own’d.’’ 
The poet’s deep religious feeling, however, and, 
wittingly or unwittingly, the humanism pertain- 
ing to his profession, lead him to point out the 
limitations to the Greek ideals. From this intro- 
duction the poet, in a second book, goes on to 
review the war history of the world, finding it 
an expression of the ‘‘Autarechy of Selfhood 
= by Reason denounced’’; while in a 
third book he considers Breed, the second and 
“‘younger of the two arch-instinets of man’s 
nature.’’ Here medical knowledge is freely used 
in thought and word, and a similar ability to 
employ correctly the vocabulary and reasoning 
of the physiologist and the psychologist will be 
found in Ethick, the closing book. 

We have here a religious appeal written in 
austere and beautiful language, with an effective 
disregard for the rules which used to govern 
the making of Alexandrines. Perhaps prosody 


as much as poetry lies without our proper sphere 
of criticism, but, upon orthography we may ex- 
press opinion. The approach to a simplified 
spelling employed by the poet in his text does 
not follow a logical pattern —Zhe Lancet 2: 
995, Nov. 9, 1929. 


THE MONASTIC INFIRMARIES 


The infirmary of the medieval monastery, with 
special reference to the Abbey of Westminster, 
was the subject of a lantern lecture delivered 
by Mr. Perey Flemming, emeritus professor of 
ophthalmic medicine and surgery, at University 
College, London, on February 21st. The lecturer 
stated that there was no infirmary belonging to 
a monastery in this country standing at the 
present time; all that remained were some well- 
preserved ruins. But it was possible to recon- 
struct in the imagination the character of the 
monastic infirmary in the Middle Ages, and from 
the ruins of Furness Abbey in particular a great 
deal was to be learnt with regard to the do- 
mestic offices of the monks. Generally speaking, 
the west. end of a monastery was used for busi- 
ness purposes, and the east cloister was the site 
of the infirmary. Those who designed the mon- 
asteries were not unfamiliar with the principles 
of sanitation, and much thought was given to 
the lay-out. and slope of the ground with a view 
to drainage. Attached to the monastery was 
always a garden devoted to the growing of herbs 
for medicinal purposes. Coming to Westminster 
Abbey, Mr. Flemming drew attention to the 
fourteenth century door in the middle of the 
east wall in the Little Cloisters; this, he said, 
was the door of the infirmary chapel, rebuilt 
after a fire. Incidentally, a very common ail- 
ment among the monks was disease of the shin 
bone, possibly brought about through much 
kneeling at a time before hassocks were available. 
It might easily have originated as a small abra- 
sion, and as baths were very infrequent—at 
Westminster the allowance of baths was only 
two a year—possibly the neglected abrasion de- 
veloped into more serious trouble. It was re- 
corded at Westminster that in 1310 one monk 
had the trouble in both legs, and another entry, 
under the date 1334, stated that a monk had 
surgical treatment for it at a total cost of forty- 
six shillings. Bleeding was a common form of 
treatment; there was always a group of people 
in the monastic infirmary who had recently been 
bled. Even apart from any illness, there was 
periodic bleeding in those days, and after it a 
certain amount of relaxation was allowed to the 
monks. The records seemed to show that they 
had a good time in the infirmary, and were 
anxious rather than otherwise to be bled, even 
more often than was necessary. The Dean of 
Westminster, who presided at the lecture, spoke 
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in appreciative terms of the perfection of the 
arrangements of the modern hospital, and the 
blessings which scientific medicine and surgery 
had brought. The difference between the treat- 
ment now available to the poorest and that 
which was given in the old times in the monastic 
infirmary was so immense that the two things 
could hardly be spoken of in the same breath. 
He added that at Westminster Abbey the in- 
firmary was used for various purposes, not 
limited to the care of the sick or the conva- 
leseent. It was there that the young monks were 
regularly whipped, the idea apparently being 
that the place where health was restored to the 
body was the best place for correcting the soul. 
It was in the infirmary also that the ‘‘play- 
fellows’’ were housed. These were monks of over 
fifty years’ standing, who were constituted 
censors of everything that went on in the mon- 
astery. It might be imagined, said Dr. Foxley 
Norris, how nice a state of things existed when 
a party of playfellows—a most inappropriate 
name—lived at their ease in the best quarter of 
the monastery, their only occupation being to 
criticize the others. But the debt. of medical 
science to the monasteries must not be forgotten. 
The monasteries were at the beginning of nearly 
everything. Whatever poor relief was distri- 
buted in those days came through the monastic 
infirmary. The history of England on the social 
side might be described as the gradual taking 
over by the publie authority of what in its origin 
was voluntary and vouchsafed in the name of 
religion. But he trusted that the day was far 
distant when the voluntary hospital, which 
represented the spirit of the old monastic in- 
firmary, but represented also the best that 
modern science and skill could command, crossed 
the same Rubicon —Brit. M. J. 1: 406, March 
1, 1930. 


DR. JAMES’S POWDER 


THE REMEDY THAT KILLED GOLDSMITH 


A eurious and interesting leaflet of four 
quarto pages has recently come into the posses- 
sion of Messrs. P. J. and A. E. Dobell, the 
London booksellers. This is what may be the 
only surviving copy of the prospectus of a 
famous 18th century patent medicine, Dr. 
James’s Powder for Fevers, a specifie which has 
its place in literary as well as in medical history. 

Boswell’s ‘‘Life of Johnson’’ is full of 
references to Dr. Robert James (1705-1776), his 
works and medicine. Johnson at one time had 
a high regard for the abilities of James, who 
had been his sehoolfellow at Lichfield, and from 
whom, he tells us, he acquired his own know- 
ledge of medicine. Moreover, he helped James 
with his ‘‘Medieal Dictionary’’ and wrote the 
dedieation for it. He coupled James, too, with 


Dr. JAMES’S POWDER 


Garrick, when he spoke of one friend who had 
lengthened life and one who had gladdened it. 

After this it is somewhat strange to find that 
in the last year of his life Johnson seems to 
have given a different opinion, for he wrote to 
Dr. Brocklesby :— 


I never thought well of Dr. James’s compounded 
medicines; his ingredients appeared to me sometimes 
inefficacious and trifling, and sometimes heterogeneous 
and destructive of each other We will, if 
you please, let this medicine alone. 


It would have been well if Oliver Goldsmith, 
another literary admirer of James, had left his 
medicine, and particularly his powder, alone. 
When Goldsmith was seized with his last ill- 
ness he called in to attend him William Hawes 
(1736-1808), an admirable medical man practis- 
ing in the Strand, and still remembered as one 
of the founders of the Royal Humane Society. 
Hawes found Goldsmith very unwell and con- 
vineed that the proper treatment of his illness 
was by James’s Powder. Hawes disagreed 
strongly, and argued with Goldsmith that his 
complaint was ‘‘more a nervous affection than: 
a febrile disease,’’ and that therefore James’s 
Powder was unsuitable. But Goldsmith in- 
sisted on having James’s Powder, which was 
duly sent him on March 25, 1774, and on April 
4 poor Oliver Goldsmith died. 

One of the interesting literary connections of 
this medicine is that the agent for its sale was 
Newbery, the publisher for whom Goldsmith 
did so much work. Possibly it was this connec- 
tion which disposed him so violently and 
disastrously in its favour. The prospectus 
gives long instructions for the correct use of 
the powder ‘‘in acute continual Fevers, the 
Small-Pox, Measles, Acute Rheumatisms, Colds, 
Headach, and all Inflammatory Diseases,’’ be- 
ginning with the advice that ‘‘If the Patient is 
of a strong Constitution, Young and full of 
Blood, it is prudent to take away ten or twelve 
ounces’’—a violence which few would care to 
suffer to-day for the cure of a mere ‘‘headach.”’ 

An oceasional ‘‘I’’ drops into the prose of this 
prospectus so that presumably Dr. James must 
himself be given the credit for its composition. 
Yet one cannot help toying with the idea that 
perhaps he may have had the assistance of his 
friend Dr. Johnson with here and there a point 
of style. Or might. possibly Dr. Goldsmith him- 
self at the bidding perhaps of Mr. Newberry 
have lent his pen to the composition? If so, it 
was one of Fate’s best strokes of irony. 

Both Horace Walpole and Gray were firm be- 
lievers in Dr. James’s nostrum. The latter, 
writing to Mason in the early days of their ac- 
quaintanee, when a malignant, fever was pre- 
valent, advises him :— 


Prav remember James’s powder; I have great faith 
in its efficacy; I should take it myself. 
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To William Cole, the antiquary, who had put 
off a visit to Strawberry Hill because of a cold, 
Walpole wrote :— 


Your illness is the worst excuse you could make me; 
and the worse, as you may be well in a night, if you 
will, by taking six grains of James’s powder. He can- 
not cure death; but he can most complaints that are 
not mortal or chronical. 


When George III. soon after his accession was 
attacked by a ‘‘strange and universally epidemic 
cold’’ Walpole sent the news to Mann at 
Florence :— 


He [the King] had a violent cough, and oppression 
on his breast, which he concealed, just as I had; but 
my life was of no consequence, and having no physicians 
in’ ordinary, I was cured in four nights by James’s 
powders, without bleeding. The King was blooded seven 
times, and had three blisters. Thank God he is safe! 


In his correspondence with Miss Berry when 
she was abroad and her health was causing him 
great anxiety Walpole canonized the inventor of 
his favourite remedy :— 


I do believe St. James’s blessed powder has cured 
your fever. . . «St. James’s day [the day of her 
cure] has been my only holiday in ten months—do not 
give him a post-vigil that may destroy his festival 
> .I recommend you to St. James of compost- 
antimony, to whom St. Luke was an ignorant quack. 


The powder, however, failed to save the life 
of Lord Waldegrave, who took it on Walpole’s 
advice when he was sickening for smallpox, and 
died a few days later—Weekly Times, Jan. 2, 
1930. 


[Dr. James’ Powder was composed of oxide of 
antimony and calcium phosphate. It was, impartially, 
used for both George Washington and King George 
II. 

A good account of Dr. James can be found in the 
Annals of Medical History, New Series 1: 180, March, 
1929.—Ep.] 


GILBERT MAMINOT, THE CONQUEROR’S 
PHYSICIAN 


Our knowledge of Gilbert Maminot, Bishop of 
Lisieux and physician to William the Conqueror, 
rests principally upon the account of him given 
by Ordericus Vitalis, in his Ecclesiastical History 
of England and Normandy. Ordericus was a 
contemporary, and would appear to have known 
him well. This is what. he has to say about him: 


‘*Gislebert, surnamed Maminot, the king’s physi- 
cian and chaplain, was chosen bishop of Lisieux, and 
consecrated by Michael, bishop of Avranches, in the 
presence of the lord archbishop John, who, as we have 
said, had lost the use of his speech. He was a son of 
Robert de Courbépine, a brave knight; and, filling the 
see twenty-three years, managed ecclesiastical matters 
with a strong hand. Though deeply skilled in the art 
of medicine, after he became bishop he was unable to 
cure himself. He was eminent for his learning and 
eloquence, abounded in wealth and the luxuries it pro- 


cured, but was a slave to his own gratification and the 
care of the flesh. Ease and leisure were his great 
objects, and he indulged frequently in dice and other 
games of hazard. Negligent and slothful in his ec- 
clesiastical duties, he was ready and active enough in 
hunting and hawking. He therefore devoted his life 
to worldly exercises and employments, and did not 
give them up till age compelled him. I could write 
more about him, but I check my pen, because it was 
by him that I was admitted to the order of subdeacon, 
with (as well as I can recollect) three hundred others. 
But as I have mentioned some things that were not 
very creditable to him, it is but right that I should 
record his merits and his doings which are worthy of 
imitation. He gave alms freely to the poor, and was 
distinguished for a stately sumptuousness and wise 
liberality. In his judgments he keenly investigated 
the truth, and was indefatigable in defending the 
right, dispensing justice freely to all who came for it. 
He treated with gentleness offenders who humbly con- 
fessed their sins, and judiciously gave wise and 
salutary counsel to true penitents. He performed the 
ceremony of conferring sacred orders, and of consecra- 
tions, with care and devotion; but he was inert and 
difficult to be roused to undertake them, nor would he 
engage in these offices until he was compelled by the 
united entreaties of numbers. He maintained 
those appointed to office in the church at Lisieux by 
bishop Hugh, and gave them instructive lessons in 
the wide field of arithmetic, astronomy, physics, and 
other profound sciences, receiving them as his guests, 
and familiarly conversing with them at his enter- 
tainments.’’ 


Gilbert was tall and spare; he was addicted to 
watching the stars, and drew the usual super- 
natural inferences from anything unusual which 
he happened to observe. 

In the year 1099 Gilbert’s disputes with the 
monks of St. Evroult culminated; he had re- 
fused to give his benediction to their abbot 
unless the latter signed a profession of canonical 
obedience. This controversy had been going on 
for ten years, and was finally settled by Gilbert 
giving way, under royal pressure, in the year 
above named. Gilbert Maminot died at. an ad- 
vanced age in August, 1101. 

Of his patients the only one of whom we have 
much knowledge is his master, the Conqueror. 
Gilbert was in attendance during the four weeks 
which elapsed between William’s abdominal in- 
jury and his death in 1087. This responsibility 
he shared with Guntard, abbot of Jumieges. He 
was present, in his ecclesiastical capacity, at 
William’s funeral at Caen. 

Gilbert was made bishop of Lisieux in 1077; 
he assisted at the Council of Rouen in 1096. 


It is unlikely that Gilbert Maminot was much 
in England at any time, but he was a tenant in 
capite of an estate of twelve hides in Gloucester- 
shire; he had here as subtenant one Hugo 
Maminot, obviously a relation. It should be 
noted that this estate was his personal property 
apart from his position as Bishop of Lisieux. 
The bishoprie owned land in Wilts, Dorset, 
Hertfordshire, Bucks, and Oxfordshire, as well 
as two mansiones in York.—R. R. J. in Brit 
M. J. 2: 1166, June 29, 1929. 
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Association Wotes 


BRITISH AND CANADIAN MEDICAL ASSOCIATIONS 
98th Annual Meeting — Winnipeg, August 26th to 29th, 1930 


PROGRAM AND DETAILS OF ARRANGEMENT 


Friday, August 22nd 8.30 p.m.—Party “‘C”’ arrives at Union Station. 


9.00 a.m.—Council Meeting, (C.M.A.) Royal Alexandra 10.30 p.m.—Parties ‘‘A’’ and ‘“‘B” arrive at C. P. R. 
Hotel. Station. 


1.00 p.m.—Lunch to members of Council, (C.M.A.) 
Royal Alexandra Hotel. Dr. W. Harvey 
Smith, (President C.M.A.) 9.00 a.m.—Registration, Winter Club. 


Tuesday, August 26th 


3.00 p.m.—Council Meeting, (C.M.A.) Royal Alexandra 10.00 a.n.-—-Opening Commenneie Exhibition by Presi- 
Hotel dent-elect. Winter Club. 


10.30 a.m.—Opening Scientific Exhibition by President- 


4.30 p.m.—Canadian Medical Protective Association dee Wiater Clk. 


Meeting, Royal Alexandra Hotel. 
*11.00 a.m.—Adjourned General Meeting, British Medical 


5.00 p.m.—Tea—Motoring—Visit to Winter Club. Association. Winter Club. 


7.00 p.m.—Complimentary Dinner to Members of Induction of President, 1930-31. Winter 
Council, (C.M.A.) Royal Alexandra Hotel, Club. 
Manitoba Medical Association. Welcome by Premier and Mayor. 


Reception of Delegates. 
Saturday, August 23rd ee enn 


: . Presentation of Prizes. 
9.00 a.m.—Council Meeting, (C.M.A.) Royal Alexandra 


Hotel. Presidential Address. 


3.00 p.m.—Council Meeting, (C.M.A.) Royal Alexandra 2.45 p.m.—Robing. Winter Club. 


Hotel. 3.15 p.m.—March to Cenotaph. 


3.45 p.m.—Open Air Religious Service. Parliament 
Buildings. 
9.00 a.m.—Registration, Winter Club. 4.00-5.00—Tea. 


Monday, August 25th 


Winter Club. 
9.00 a.m.—Council Meeting, (C.M.A.) Royal Alexandra 


5.30 p.m.—Lacrosse Match. Sherburn Park. 
Hotel. 


, 7.00 p.m.—Private dinners. 
8.30 a.m.—Party ‘‘C” arrives Minaki, remaining until 


5.00 p.m. 9.30 p.m.—Presidential Reception—Dancing, Music, 


Refreshments. Parliament Buildings. 
3.30 p.m.—Parties ‘‘A”’ and “‘B”’ arrive Kenora, remain- 


ing until 6.30 p.m. Wednesday, August 27th 
1.00 p-m.—Manitoba Medical Association, Annual 9.00 a.m.—Registration. Winter Club. 
Meeting. 

9.00 a.m.—Golf—Ontario Cup. (To be played for at 


Saskatchewan Medical Association, Annual any hour during the day.) 


Meeting. ae 


1.00 p.m.—Sectional Meetings. 
1.00 p.m.—Irish Graduates’ Luncheon. 


Alberta Medical Association, Annual Meet- 
ing. 
7.00 p.m.—Tuberculosis Section arrives from Ninette. 1.00 p.m.—Civie Luncheon. (By invitation) 
1.00 p.m.—Luncheon followed by discussion on Aviation 
*Academic or Official Dress, with decorations and Medicine. 
medals, should be worn at functions marked with an 1.00 p.m.—Luncheon and Illustrated Lecture, (tickets 
asterisk (*). limited to 400). Dr. T. G. Hamilton. 
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2.00—4.00—Motor Tours of City. 


2.00 p.m.—Clinical Addresses. Winter Club. 
1. Sir Wm. DeC. Wheeler, Dublin, ‘“The 
Significance of Surgical Recoil in 
Visceral Decompression.”’ 


2. Dr. Hector C. Cameron, 


“‘Child Psychology.” 
4.00 p.m.—Indian Pageant. Tuxedo. 


London, 


7.00 p.m.—Private Dinners. 


Winter Club. 
Lord Dawson of Penn. 


8.00 p.m.—Public Meeting. 
Speakers 1. 


2. Dr. Robert Hutchison. 


8.15 p.m.—Skating Carnival and Hockey Match. 


Amphitheatre Rink. 


10.00 p.m.—Alumni Suppers. 


Thursday, August 28th 
8.30 a.m.—National Temperance League Breakfast. 
Winter Club. 


9.00 a.m.—Golf—Ulster and Childe Cups. (To be 
played for at any time during day.) 


9.00 a.m.—Registration. 


10.00 a.m.— 

1.00 p.m.—Sectional Meetings. 
2.00-4.00—Motor Tours of City. 
Winter Club. 


1. Sir Lenthal Cheatle, London, ‘‘The 
Primary Tumour in Carcinoma of the 
Breast.” 


2.00 p.m.—Clinical Addresses. 


2. Prof. W. E. Dixon, Cambridge, ‘‘ Drug 
Addiction.” 


Winter 


3.30 p.m.—Conferment of Honoraryg Degrees. 
Club. 


4.00-6.00—Garden Parties at residences 
Nanton and Col. H. F. Osler. 


of Lady 


7.00 p.m.—Annual Dinner, (limited_to 1,500) Hud- 


son’s Bay Store. 


Friday, August 29th 
8.30 a.m.—Medical Missionaries’ Breakfast. 
9.00 a.m.—Registration. Winter Club. 
10.00 a.m.— 
1:00 p.m.—Sectional Meetings. 


2.00—4.00—Motor Tours of City. 


2.00 p.m.—Clinical Addresses. Winter Club. 
Sir. E. Farquhar Buzzard, Oxford, ‘“‘Rest, 
Work and Play in Health and Disease.”’ 


4.00 p.m.—Entertainment. --Lower Fort Garry. 


7.00 p.m.—Private Dinners. 


9.00 p.m.—Listerian Oraticn. Winter Club. 
Lord Moynihan of Leeds. 


Ciiairman—Dr. John {tewart, Halifax. 
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PROGRAM OF SECTIONS 


MEDICINE 
First Day. 


’ 


“Filterable Viruses and Practical Medicine,” to be 
opened by Dr. S. P. Bedson (London), with a 
clinical introduction by Lord Dawson of Penn, 
followed by Dr. Neil McKinnon (Toronto). 


Occasional Paper. 


“Treatment of Hypertension,” Prof. J. C. Meakins 
and Dr. Scriver (Montreal). 


Second Day. 


“The Functional Disorders of the Colon,’”’ to Le opened 
by Dr. Edmund I. Spriggs (Ruthin Castle), fol- 
lowed by Dr. E. E. Cleaver (Toronto). 

Occasional Paper. 

“‘Sea-Sickness,’’ Dr. T. Gynne Maitland, Group- 


Captain Martin Flack, R.A.F.M.S., Dr. J. R. 
Marrack (Liverpool). 


Third Day. 


“Acute Poliomyelitis” (jointly with Section of Mental 
Diseases and Neurology), to be opened by Sir E. 
Farquhar Buzzard (London), followed by Prof. 
H. B. Cushing (Montreal). 


SURGERY 
First Day. 


Combined Meeting of the Sections of Surgery and 
Tuberculosis. 

Discussion: ‘‘Recent Advances in Thoracic Surgery,” 
to be opened by Prof. E. W. Archibald (Montreal), 
“The Scope of Thoracic Surgery;’’ followed by 
Dr. R. A. Young (London), ‘“The Medical Aspects 
of Thoracic Surgery;’ Mr. A. Tudor Edwards 
(London), ‘‘Malignant Disease of the Lungs;”’ 
Dr. W. L. Mann (Winnipeg), ‘‘Phrenicotomy;”’ 
Dr. J. D. McEachern (Winnipeg), ‘‘Closed Drain- 
age in the Treatment of Empyema;’ Dr. N. S. 
Shenstone (Toronto), ‘“Pulmonary Lobectomy in 
Bronchiectasis,’”’ and Dr. J. Roddick Byers (Mon- 
treal). 


Second Day. 


Discussion: ‘‘A symposium on the Uses of Radium in 
Surgery,’”’ to be opened by Sir Charles Gordon 
Watson (London), followed by Mr. Stanford Cade 
(London), Dr. Douglas Quick (New York), Mr. 
Frank Kidd (London), Mr. Hugh Cairns 
(London). 


and 


Third Day. 


“The Surgery of the Sympathetic Nervous System,”’ 
to be opened by Dr. W. J. Mayo (Rochester, 
Minn.), followed by Prof. Leriche (Strasbourg), 
Dr. N. D. Royle (Sydney, N.S.W.), Dr. John 
Fulton (Oxford), Dr. J. R. Learmonth (Rochester, 
Minn.). 
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OBSTETRICS AND GYNACOLOGY 


First Day. 


1. ‘Uses of Radium in Gynecology,” to be opened by 
(England), followed by Prof. 
W. W. Chipman (Montreal). 


2. ‘The Treatment of Lymphatic Glands in Carcinoma 
of Cervix Uteri,” Dr. Malcolm Donaldson 
(London). 


Second Day. 
1. ‘“The Albuminuria of Pregnancy and its late Results,” 
to be opened by (England), 
followed by Dr. H. M. Little (Montreal). 


2. ‘The Effects of Hypertonic Saline in the Toxzmias 
of later Pregnancy,” Prof. V. J. Harding (Tor- 
onto), and Dr. H. B. Van Wyck (Toronto). 


3. “Cyst Formation in the Clitoris,’ Dr. Ewan Mac- 
lean (Cardiff). 
Third Day. 


1. “The Use of Sedatives and Anesthetics in Labour,” 
to be opened by Dame Louise McIlroy (London). 


2. “The Placental Hormone Emmenine,’”’ to be opened 
by Prof. J. B. Collip (Montreal), followed by 
Dr. A. D. Campbell (Montreal). 


3. “Demonstration on the Operative Treatment of 
Prolapse,’’ by Dr. T. G. Stevens. 


BACTERIOLOGY, PATHOLOGY, PHYSIOLOGY 
AND BIO-CHEMISTRY 
First Day. 


Discussion on “The Physiology and Pathology of 
Melanin,” to be opened by Dr. James Ewing 
(New York), followed by Prof. M. J. Stewart 
(Leeds), Dr. Seymour Hadwen (Toronto), Prof. 
A. T. Cameron (Winnipeg). 


Occasional Paper. 
“The Diagnosis of Undulant Fever,” Dr. G. S. Wilson. 


Second Day. 


“Tmmunological Problems of Septicemia.’’ Discussion 
to be opened by Prof. F. T. Cadham (Winnipeg). 


“Physiology of the Parathyroid Glands.’’- Discussion 
to be opened by Prof. J. B. Collip (Montreal), 
followed by Prof. V. H. K. Moorhouse (Winnipeg), 
Prof. J. C. Meakins (Montreal), and Prof. A. T. 
Cameron (Winnipeg). 


Third Day. 


Occasional Papers. 


1. “Physiology and Pathology of the Endometrium,”’ 
Prof. J. H. Teacher (Glasgow). 


2. “‘Intra-epithelial Growth of Carcinoma,” Prof. Robt. 
Muir (Glasgow). 


3. “Pulmonary Anthracosis,”’ 
(Cardiff). 


Prof. Lyle Cummins 
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4. “The Glioma Group studied by ordinary Histological 
Methods,” Prof. Wm. Boyd (Winnipeg). 


5. “The Phosphatase of the Blood Plasma in Bone 
Dystrophies,’”’ Dr. H. D. Kay (Toronto). 


(A sixth paper still to be arranged.) 


DISEASES OF CHILDREN 


First Day. 
“Bacillus Coli Infections.’’ Discussion to be opened 
by Dr. K. D. Wilkinson (Birmingham), and 
Dr. D. Narbarro (London), to be followed by 
Prof. Oscar Schloss (New York), Dr. Bruce Chown 
(Winnipeg) and Dr. R. R. Struthers (Montreal). 


Second Day. 


Left open, owing to discussion on ‘‘Tuberculosis in 
Children” in the Section of Tuberculosis. 


Third Day. 

1. ‘Disorders of Sleep.’”’ Discussion to be opened by 
Dr. Hector Charles Cameron (London), fol- 
lowed by Dr. R. F. Rorke (Winnipeg), and 
Dr. A. H. Spohn (Vancouver). 


2. “Artificial Sunlight.’’ Discussion to be opened by 
Dr. A. Ejidinow (London), followed by Dr. 


Alan G. Brown (Toronto), Prof. H. B. Cushing 
(Montreal), and Dr. A. M. Davidson (Winnipeg). 


MENTAL DISEASES AND NEUROLOGY 


First Day. 


‘“‘Abnormal Mental and Nervous Conditions associated 
with the Menopause.’ Conjoint openers: Dr. 
C. B. Farrar (Toronto), and Dr. George Riddock 
(London). 


Second Day. 


“Classification of Brain Tumours and its practical 
Application.”” Discussion to be opened by Dr. 
Wilder Penfield (Montreal). 


Third Day. 
(Conjoint meeting with Section of Medicine.) 
“Poliomyelitis.” Discussion to be opened by Sir E. 
Farquhar Buzzard (Oxford), followrd by Prof. 
H. B. Cushing (Montreal). 


OPHTHALMOLOGY 


First Day. 
“The Control of Trachoma.’”’ Discussion to be opened 
by Mr. N. Bishop Harman (London), followed by 
others to be decided upon later. 


Sec-nd Day. 


“The Management and Treatment of Incipient Catar- 
act.”” Discussion to be opened by Mr. L. Vernon 
Cargill (London), fe‘lowed by Prof. T. Herbert 
Bell (Winnipeg). 
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“Colour Vision,” Prof. Frank Allen (Winnipeg). 
“The Subconjunctival Extraction of Cataract,’’ Dr. 
Norman Fleming (London). 


Third Day. 


Demonstrations. Exhibition (epidiascope) of drawings 
of eye conditions. 


Operations. 


“Bar Operation for Ectropion in 
Dr. A. J. Ballantyne. 


Anophthalmos,”’ 


“Trephining for Glaucoma,”’ Dr. A. J. Ballantyne. 


“‘Squint Operations,” Mr. N. Bishop Harman (London). 


LARYNGOLOGY AND OTOLOGY 


First Day. 
1. ‘‘Early Diagnosis of Septic Infections of the Lateral 
Sinus.” Discussion to be opened by Dr. F. F. 
Muecke (London), followed by Dr. J. T. Rogers 
(Montreal). 


.2. “Diagnosis of Cancer of the Larynx.’’ Discussion 
to be opened by Mr. Lionel Colledge (London). 


Second Day. 


“The Treatment of Paranasal Sinus Suppuration 
persisting after Operation.’’ Discussion to be 
opened by Dr. Perry G. Goldsmith (Toronto), 
followed by Mr. A. J. M. Wright (Bristol). 


Occasional Paper. 


“Organization for the Hard-of-Hearing,”’ 
Newhart (Minneapolis). 


Dr. Horace 


PREVENTIVE MEDICINE 
First Day. 


Symposium: “Development of a Full-Time Public 
Health Personnel.” 


1. ‘The General Outline of the Problem of Training 
Health Workers,”’ Dr. F. G. Fitzgerald (Toronto). 


(a) ‘‘Under-Graduate Medical Training in Public 
Health,”’ Dr. A. Grant Fleming (Montreal). 


(b) ‘Special, or Public 


Training,” 


Post-Graduate, Health 


(ce) ‘Training of the Sanitary Inspector,’’ Dr. James 
Roberts (Hamilton). 


(d) “Training and Supervision of the Midwife,” 
D. Thos. Eustace Hill (Durham). 


(e) “Training of the Health Visitor,’ Dr. F. C. 


Middleton (Regina). 


Discussion: Dr. A. S. M. MacGregor (Glasgow), Dr. 
Alfred Greenwood (Maidstone, Kent). 


[July 1930 


Second Day. 


1. ‘The Laboratory in a Scheme of Preventive Medi- 
cine.”” Discussion to be opened by Dr. W. G. 
Willoughby (Eastbourne). 


2. “The Place of Pasteurization in a Scheme of Milk 
Distribution.’’ Discussion to be opened by 
Dr. A. S. M. MacGregor (Glasgow). 

3. Occasional Paper. 


“Electrophoresis of Neisseria Intracellularis,’’? Mr. 
James Gibbard (Ottawa). 


TUBERCULOSIS 
First Day. 


“Recent Advances in Thoracic Surgery.” 
(Conjoint meeting with Section of Surgery. See 
Surgical Section Program.) 


Second Day. 


“Tuberculosis and Children.’’ Discussion to be opened 
by Dr. F. Maurice McPhedran (Philadelphia). 


Third Day. 


(Conjoint meeting with Section of Public Health.) 

“Tuberculosis and Public Health.’ Discussion to be 
opened by Dr. Lyle Cummins (Cardiff), followed 
by Dr. A. S. M. MacGregor (Glasgow). 


RADIOLOGY 
First Day. 


Second Day. 
Discussions: ‘‘X-Ray Diagnosis.’ 


1. “Benign Gastric Tumours,” Dr. 


(Toronto). 


W. H. Dickson 


2. “The Value of X-Ray Diagnosis in Medico-Legal 
Cases,’’ Dr. A. H. Pirie (Montreal). 


3. ‘The Mechanisms of Swallowing,’ Dr. A. E. Barclay 
(Cambridge). 


Third Day. 


Discussions: ‘‘Radiation Therapy.” 

1. ‘‘“X-Ray,”’ to be opened by Prof. J. E. Gendreau 
(Montreal), followed by Dr. James Ewing 
(New York). 


2. ‘Radium in Cancer Therapy,’’ to be opened by 
Dr. Douglas Quick (New York), followed by 
Dr. James Ewing (New York). 


‘Radium in the Treatment of Menorrhagia and 
Irregular Uterine Hemorrhage,” Dr. Malcolm 
Donaldson (London). 


“Radium in the Treatment of Epitheliomata of the 
Skin,”’ Dr. Roy Ward (London). 
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MEDICAL SOCIOLOGY AND HISTORY 
OF MEDICINE 


First Day. 

1. ‘‘Migration within the Empire.”’ Discussion to be 
opened by Dr. T. C. Routley (Toronto), fol- 
lowed by Mr. J. S. Woodsworth, M.P., (Winni- 
peg). 

2. ‘‘Migration and Health, ’’ Dr. J. S. Purdy (Sydney, 
N.S.W.). 


3. “Juvenile Immigration to Canada,” 
Speechly (Winnipeg). 


Dr. H. M. 


Second Day. 


1. “The Factors Influencing Health in Canada,” Dr. 
J. J. Heagerty (Ottawa). 


Occasional Paper. 


2. “The Life of Sir John Richardson,” Dr. D. A. 
Stewart (Ninette). 


ANAESTHESIA 
First Day. 


“Anesthesia for Operation upon the Gravid Uterus.” 
Discussion to be opened by Dr. H. W. Featherstone 
(Birmingham), followed by Dr. S. Johnston (Tor- 
onto), and Dr. David Freeze (Vancouver). 


“Technique in Endotracheal Anesthesia.’”’ Discussion 
to be opened by Dr. I. W. Magill (London), fol- 
lowed by Dr. Ralph Waters (Madison), Dr. B. 
Leech (Regina). 

Occasional Paper. 

“Post-operative Respiratory Complication during a 
Four-Year Period.’’ Discussion to be opened by 
Dr. D. C. Aikenhead (Winnipeg), followed by 
Dr. Raymond Apperley (London), and Dr. F. J. G. 
La Fleche (Winnipeg). 


Second Day. 


“Sodium Amytal.” Discussion to be opened by Dr. 
L. G. Zerfas (Indianapolis), followed by Dr. J. S. 
Lundy (Rochester), Dr. Mary E. Botsford (San 
Francisco), and Dr. W. E. Dixon (England). 


“Anesthesia in Children.’’ Discussion to be opened 
by Dr. C. H. Robson (Toronto), followed by Dr. 
J. A. Blezard (Alberta). 


Occasional Paper. 

“Effects of some Non-volatile Anesthetics upon the 
Rate of Secretion and Composition of the Urine 
and on the Function of the Liver.’”” Dr. W. Bourne 
(Montreal), Dr. M. Bruger (Montreal), and Dr. 
N. B. Dreyer (Montreal). Discussion by Dr. J. 
Ormerod (Winnipeg). 


Third Day. 
“Avertin,”’ Dr. F. B. Parsons (Cambridge). 


“The Difference in Pre-operative Action of Sodium 
Amytal, Avertin, and Kernokton, etc.,’”’ Dr. E. I, 
McKesson (Toledo). 


Association Nores 


ORTHOPADICS 
First Day. 


(No meeting, in order to allow members to attend the 
Section of Surgery discussion on the Surgery of the 
Sympathetic System.) 


Second Day. 

Discussion on ‘The Treatment of Congenital Dis- 
location of the Hip.’’ Discussion to be opened 
by Dr. H. P. H. Galloway (Winnipeg), followed 
by Mr. E. Laming Evans (London), Dr. Hartley 
Martin (Liverpool), and others. 

Occasional Papers. 

“‘Derangements of the Knee Joint,” by Dr. W. G. 
Turner (Montreal). 


“Semilunar Cartilages,’’ by Dr. A. Gibson (Winnipeg). 


Third Day. 


Discussion on ‘Fractures Involving the Knee Joint.” 
Discussion to be opened by Mr. Ollerenshaw on 
“Fractures of the Weight Bearing Areas;” Mr. 
W. A. Cochrane on “‘Epiphyseal Injuries;’’ Dr. R. 
Watson Jones on ‘Fractures of the Extensor 
Apparatus;” followed by Prof. W. E. Gallie 
(Toronto), Mr. S. T. Irwin (Belfast), and others. 


Clinical Session arranged by the Winnipeg Members. 
Cinematograph Film. ‘Abnormal Gaits in Chil- 
dren,” by Dr. W. G. Turner (Montreal). 


LADIES PROGRAM AND DETAILS OF 
ARRANGEMENT 


Friday, August 22nd 


1.00 p.m.—Luncheon to C. M. A. Ladies. Lower Fort 
Garry. Mrs. W. Harvey Smith. 


5.00 p.m.—Tea to C. M. A. Ladies. Lower Fort 
Garry. Mrs. C. A. Mackenzie. 


8.30 p.m.—Bridge to C. M. A. Ladies. Royal Alex- 
andra Hotel. 


Saturday, August 23rd 
3.30 p.m.—Tea. St. Charles Country Club. 


Monday, August 25th 
4.00 p.m.—Tea. Winter Club. 


Tuesday, August 26th 
9.00 a.m.—Registration. Winter Club. 
10.00 a.m.—Conducted Tours—Motor Drives. 
10.30-12.00—Refreshments. Winter Club. 


1.00 p.m.—Overseas Ladies’ Lunch. Fort Garry Hotel. 


4.00-6.00—Tea. Winter Club. 


Wednesday, August 27th 
10.00 a.m.—Conducted Tours. 
10.30 a.m.—Reception by Mrs. E. W. Montgomery at 
her summer home, ‘‘Green Gables.”’ 
1.00 p.m.—Ladies’ Lunch. St. Charles Country Club 
(Limited to 200) 


7.00 p.m.—Dinner to visiting overseas lady physicians. 
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Thursday, August 28th 


7.30 a.m.—Memorial Service, Dr. Charlotte Ross. 


Brookside Cemetery. 
9.00 a.m.—Golf—Notts. Ladies Challenge Cup. 
10.00 a.m.—Conducted Tours. 
10.30-12.00—Visit Garden Show. Refreshments (150) 


10.30—12.00—Visit Southwood Golf Club. 
(150). 


Refreshments 


1.00 p.m.—Ladies’ Lunch. Agricultural College (400). 


1.00 p.m.—Golf—Luncheon. St. Charles Country Club. 


Friday, August 29th 


10.00 a.m.—Conducted Tours. 


10.30—-12.00—Visit Garden Show. Refreshments (150). 


10.30-12.00—Reception by Mrs. John Martin at her 
summer home, “‘Sunnybrook Farm,”’ (125) 


1.00 p.m.—Buffet Luncheon. Winter Club. 


OVERSEAS REPRESENTATIVES AND 
DELEGATES 


The following are the official Overseas Representatives 
and Delegates who will be present at the meeting in 
Winnipeg. 


ASssAM BRANCH: 
Gibson, David, M.B., Ch.B. 
Roberts, C. L. Digby, M.B., Ch.B., D.T.M. & H. 
FEDERAL COMMITTEE OF THE B. M. A. IN AUSTRALIA: 
Barrett, Sir James, K.B.E., C.B., C.M.G., M.D., 
M:S., F.R.C.S. 
BoMBAY BRANCH: 
Hamilton, Lt.-Col. A. T., C.I.E., F.R.C.S. 
CEYLON BRANCH: 
Chissell, P. J., F.R.C.S., L.R.C.P. 
CaPE WESTERN BRANCH: 
St. Leger, R.A., M.B., C.M. 
HYDERABAD BRANCH: 
Shaw, Alice Isabel, M.B. 
KENYA BRANCH: 
NYASALAND BRANCH: 
TANGANYIKA BRANCH: 
UGANDA BRANCH: 
ZANZIBAR BRANCH: 
Vassallo, S. M., M.D., D.T.M. 
MESOPOTAMIA BRANCH: 
Woodman, G. S. 
NaTAL INLAND BRANCH: 
Cooper, Chas., F.R.C.S.I.L. and L.M., F.R.C.P.I. 
and L.M. 
NEw SouTH WALES BRANCH: 
Brown, K. S. MacArthur. 
NEw ZEALAND BRANCH: 
Fitzgerald, R. S. J., M.B., Ch.B., F.R.C.S. 
Hayes, E. C., M.R.C.S., L.R.C.P. 


PunJAB BRANCH: 


Dutton, Lt.- Col. H. R., F.R.C.P., (Lond.) D.T.M. 


and H. 
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SoutH AFRICA FEDERAL COUNCIL: 

Moffat, H. A., D.S.O., B.A., F.R.C.S. 

Pirie, J. H. Harvey, B.Sc, M.D., M.B., Ch.B., 

F.R.C.P. 

SouTtH INDIA AND MApDRAS BRANCH: 

Newcomb, Lt.-Col. Clive, I.M.S., M.R.C.S. 
TASMANIA BRANCH: 

Hamilton, J. Bruce, M.B., Ch.M., D.O.M.S. 
VICTORIA BRANCH: 

Lynch, Maurice 

Tait, John T., M.S. 


PROPOSED AERIAL TOURS FOR THE 
MEMBERS OF THE BRITISH 
MEDICAL MEETING IN 
AUGUST, 1930 


Arrangements are being made to transport by 
air some of the British Medical party at Kenora 
on the afternoon or evening of Monday, August 
25, 1930, and carry them to Winnipeg. The 
distance of this flight would be approximately 
216 miles, its duration being 214 hours, and it 
would enable the passengers to obtain a view of 
the extensive lake country which could be seen 
in no better way in the short time at their 
disposal. 

The route would follow the Winnipeg River 
over Minaki and White Dog Falls and, after 
crossing the Manitoba boundary near the junc- 
tion of the Winnipeg and the English Rivers, 
an excellent view would be obtained of the re- 
cent power developments at Point du Bois, Seven 
Sister Falls and Slave Falls. The party would 
also pass over the Manitoba Pulp and Paper 
Mills at. Pine Falls, arriving at Lake Winnipeg, 
where they would see the old Hudson Bay Post 
of Fort Alexander. 


They would also be able to view from the 
air Victoria and Grand Beach, Manitoba summer 
resorts, and the shooting marshes at the south 
end of Lake Winnipeg. They would then con- 
tinue south, following the Red River and pass- 
ing over Lower Fort. Garry which is the centre 
of a farming section. 

In addition to the advantages outlined above, 
there would be a saving in time of an hour and 
a half in the journey between Kenora and Win- 
nipeg which would enable the party to spend 
that additional time at Kenora. 


Tour No. 1 


One or two super-universal Fokker sea-planes, 
each carrying six passengers, would be available 
at. Kenora for this party. 


Fare, as arranged with the Western Canada 
Airways, $80.00 per passenger. 
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Tour No. 2 

Flight from Minaki, Ont., to Winnipeg would 
cover practically the same route, one or two 
super-universal Fokker sea-planes also being 
available at this station. 

Fare, $78.00 per passenger. 


Tour No. 3 


For those who wish to visit the Central Mani- 
toba mining area arrangements have been made 
to have a plane available at Lae du Bonnet, 
where a flight of 45 minutes, covering a distance 
of 68 miles, will give them an opportunity to 
view the mines in operation in that district. 
There is a good, all-weather gravel highway 
from Winnipeg to Lac du Bonnet, but this part 
of the journey can also be made by air. 

Fare to Central Manitoba mines from Lae du 
Bonnet, $30.00 per passenger single, or $50.00 
return. 


Tour No. 4 


Arrangements have been made for those wish- 
ing to visit the Manitoba summer resorts on 
Lake Winnipeg to convey parties by air from 
Winnipeg to Victoria Beach, the summer home 
of many Winnipeg doctors. This flight follows 
the Red River north to Lake Winnipeg, passing 
over lower Fort Garry and the shooting marshes 
at the south end of the Lake, its approximate 
distance by air being 62 miles and its duration 
45 minutes. 


Fare, $35.00 per passenger. 


Tour No. 5 


For those desiring to visit Lower Fort. Garry 
by air for the entertainment in the afternoon 
at the old Hudson Bay Fort, a tri-motored 
Fokker with a capacity of nine passengers will 
be available at the Winnipeg airport, making 
this flight of 20 miles approximately 10 minutes 
flying time. 

Fare, $5.00 per passenger single and $10.00 
return. 


Note :—There is a possibility that the fares men- 


tioned may be reduced. If so, announce- 
ment of this will be made in a later issue. 


LEADERS IN BRITISH MEDICINE 


Sir WILLIAM IRELAND DE CouRCY WHEELER, 
B.A., M.D., B.A.O., F.R.C.S.I. 


One of the afternoon addresses at the Win- 
nipeg meeting of the British Medical Associa- 
tion will be given by the distinguished Irish 
surgeon, Sir William Ireland de Courey 
Wheeler, who is almost as keenly interested in 
surgery in North America as in Great Britain. 
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He was born in Dublin in 1879, a son of the 
late William Ireland de Courey Wheeler, Past 
President of the Royal College of Surgeons. He 
was educated at Trinity College, Dublin, and 
at Berne. At Trinity College he was Medallist 
and won Honours and prizes in Natural Science, 
Experimental Science, and Anatomy. 

In the late war he was mentioned twice in 
despatches, and was a member of the War 
Office Tetanus Committee. He is now a member 
of War Office Consultants’ Council and of the 
Advisory Council, Ministry of Pensions, on 
Artificial Limbs. He donated and acted as 
surgeon to the Dublin Hospital for Wounded 
Officers, and is Visiting Surgeon to Mercer’s 
Hospital and National Children’s Hospital, 
Dublin. In 1909 he married Hon. Elsie, eldest 
daughter of Lord Craigmyle, and has one son 
and one daughter. He was knighted in 1919. 

In addition to his British degrees he is an 
Honorary Fellow of the American College of 
Surgeons and M.Ch., (Honorary) of the 
University of Egypt. 

He is a member of the Editorial Committee, 
British Journal of Surgery, and of the Consult- 
ing Editorial Staff, Surgery, Gynecology, and 
Obstetrics and the British Journal of Urology. 
His publications include ‘‘Operative Surgery”’ 
(4th Edn. 1924) ; ‘‘Injuries and Diseases of the 
Bone,’’ 1928; and numerous contributions to 
the medical press. 


T. G. Moorwueap, M.D., D.P.H., F.R.C.P.I. 


The traditions of the Dublin School of Medi- 
cine made illustrious by Graves, Corrigan and 
Stokes are being perpetuated to-day. The 
Vice-President of the Section of Medicine at 
the Winnipeg Meeting of the British Medical 
Association is Thomas Gillman Moorhead, 
Regius Professor of Physic, University of 
Dublin, since 1926, and in that capacity a 
successor of William Stokes. Dr. Moorhead 
was born in County Tyrone, 1878, and was 
educated at Trinity College, Dublin, and 
Vienna. 

He is Consulting Physician to Monkstown 
General Hospital, Mercer’s Hospital, Dublin, 
National Children’s Hospital, Dublin, and 
Clonskeagh Hospital, Professor of Medicine, 
Royal College of Surgeons, King’s Professor of 
Material Medica, Trinity College, Dublin. 
During the late war he was temporary 
Lieutenant-Colonel R.A.M.C., and he has served 
as Honorary Consulting Physician to the Forces 
in Ireland. In 1907 he married Mai Beatrice, 
daughter of Robert Erskine Quinn. 

His publications include ‘‘Surface Anatomy’’ 
and numerous contributions to medical journals. 
He is joint editor, Dublin Journal of Medical 
Science. 
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Sir LENTHAL CHEATLE, K.C.B., C.V.O., 
F.R.C.S. ( ENG.) 


“The Primary Tumour in Carcinoma of the 
Breast’’ is the title of one of the afternoon 
addresses to be given at the Winnipeg meeting 
of the British Medical Association and the 
speaker, Sir Lenthal Cheatle, is particularly 
well qualified to deal with this subject. He 
was born in 1865 and received his medical 
education at King’s College, where he was 
Prizeman in Surgery. He is now Teacher of 
Practical Surgery, King’s College, having filled 
the posts of Demonstrator of Surgery and 
Assistant Demonstrator of Anatomy. His hos- 
pital appointments are: Surgeon to King’s 
College Hospital and late Surgeon to the Hos- 
pital for Paralysis and Epilepsy, Regent’s 
Park, and to the Italian Hospital, Queen’s 
Square. 

In the South African War he was a con- 
sulting surgeon, was mentioned in despatches, 
and received a medal with four clasps, and the 
C.B., (1901); while in the European War he 
held the rank of Engineer-Rear-Admiral and 
was created K.C.B. (1918). Other decorations 
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Italy, 1910; Associate, Order of St. John of 
Jerusalem. 

In 1902 he married Clara Denman, daughter 
of Col. Keith Jopp, R.E., and has three sons 
and one daughter. 


Hecror CHARLES CAMERON, M.A., M.D., 
F.R.C.P 


‘‘Famous son of a famous father’’ applies to 
Hector Charles Cameron, who is a son of the 
late Sir Hector Clare Cameron, the noted 
surgeon of Glasgow. Born in Glasgow, 1878, 
he was educated at Clifton College; the Uni- 
versity of Glasgow; St. John’s College, Cam- 
bridge (Foundation Scholar in Science) ; Guy’s 
Hospital (University Scholar); and Berlin. 
Formerly Demonstrator of Physiology and 
Dean of the Medical School, Guy’s Hospital, 
London, he is now Physician to Guy’s Hospital 
and Physician in charge of Department for 
Diseases’ of Children. He married Dorothy, 
daughter of the late W. E. Hill, Blackheath; 
they have two daughters. 

His publications are ‘‘Diet and Disease in 
Infaney’’; ‘‘The Nervous Child’’; and many 


are C.V.O., 1912; Cao, Uff. Grand Cross of papers upon medical subjects. 


BRITISH MEDICAL ASSOCIATION 
Founded 1832 


Patron: His MaJesty THE KING 


HE British MepicaL AssociaTION is established for the promotion of the Medical and allied 
Sciences, and the maintenance of the honour and interests of the Medical Profession. It 


has Divisions and Branches throughout the British Empire. There are 44 Branches and 209 
Divisions in the British Isles, and 52 Branches and 42 Divisions in the British Empire Overseas. 


Any Medical Practitioner registered in the British Isles under the Medical Acts; any Medi- 
eal Practitioner residing within the area of any Branch of the Association not in the British 
Isles who is so registered or possesses such medical qualification as shall (subject to the By-laws) 
be prescribed by the Rules of the said Branch; and any Medical Practitioner who does not reside 
within the area of any Branch of the Association and who, though not so registered, is pos- 
sessed of any qualification entitling him or her to be so registered, is eligible as a Member of 
the Association. Members of the Association are, ipso facto, Members of the Division and 
Branch in the areas of which they reside. 

The liability of Members is limited. 

The annual subscription, which is due in advance on January Ist in each year, and entitles the 
Member to all the ordinary privileges of Membership of the Association, including Membership 
of the Division and Branch in which he or she resides, and the weekly supply of the British Medical 
Journal post-free, is as follows:—Canada £1, 11s., 6d. 


Growth of the Association were before the Medical Students and Newly 
Qualified Practitioners Subeommittee at a recent 
meeting. These are of special interest, inasmuch 
as the ability of the Association to attract and 


retain within its membership each successive 


The membership of the British Medical Asso- 
ciation is now over 35,000, an inerease of 1,470 
since the beginning of 1929, exclusive of a large 


number whose membership will begin on July 
Ist next. Figures showing the numbers of newly 
qualified practitioners joining the Association 


generation of practitioners is the most obvious 
measure of its vitality. The figures show that of 
those throughout the British Isles who qualified 
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during the twelve months October, 1927, to Sep- 
tember, 1928, 47 per cent had already by the 
latter date joined the Association, since when a 
further 7 per cent had joined. 


Help to Individual Members 


The Asociation is in possession of a very large 
amount of information on all matters affecting 
medical practitioners in their professional lives. 
Thus it is often able to help its members indi- 
vidually in difficulties of a professional nature, 
and doing so constitutes a considerable part of 
its daily work. The Medical Department alone 
has some 5,000 files dealing with all branches of 
medical activity. The Intelligence Department, 
besides assisting in the collecting and recording 
of information, has a supply of press cuttings on 
matters concerning the profession, and this in- 
formation, together with that arising in the 
course of correspondence and otherwise, is so 
far as possible filed in such a way as to be readily 
available for the assistance of members through 
the medium of the Medical and Editorial De- 
partments. 


Social Life and the Association 


There are always many social events in con- 
nection with the Annual Meetings held by the 


Association in large medical centres. During 
the Winnipeg Annual Meeting (August 26 to 
29, 1930) the golf competitions for the Childe, 
Notts Ladies’ Challenge, and Ulster Cups will 
be played off. At the Annual Meeting there is 
also usually (though not this year, owing to the 
meeting being in Winnipeg) played off the final 
round for the Treasurer’s Cup, the first stage 
of which is played in the Divisions in the British 
Isles. In addition, there are frequently tennis 
and other sports fixtures in connection with the 
meetings. 


Library of the Association 


The Library and Reading Room of the Associ- 
ation has been transferred to the Hastings Hall 
and has been entirely refurnished and refitted. 
A separate table is now provided for each reader, 
so that he or she may work in comfort and quiet. 
The Library contains over 30,000 volumes, in- 
eluding books in all branches of medicine, and a 
collection of Théses de Paris (1892-1929) and 
Théses de Lyon (1894-1919) believed to be 
unique in this country. The aim is to provide 
a really practical up-to-date service, and thus 
the facilities offered are being continually ex- 
tended as the demand increases. Every impor- 
tant medical book in the English language is 
added on publication, and most of the leading 
medical periodicals of the world are taken. The 
Library is open from 10 a.m. to 6.30 p.m. (Sat- 
urdays until 1 p.m.). 
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In addition to the facilities whereby members 
can consult books, ete., in the Library, books in 
all branches of medicine and the allied sciences 
can be obtained by members free of charge 
(other than any postage). 


The Association’s Annual Handbook 


The Annual Handbook of the British Medical 
Association for 1929-30 is now available. Copies 
ean be had by members, gratis and post-free, on 
application to the Medical Secretary, B.M.A. 
House, Tavistock Square, London, W.C.1.  Pri- 
marily intended as a work reference for honorary 
secretaries of Divisions and Branches and other 
workers of the Association, this Handbook should 
prove of interest and assistance to all members. 
The new edition is revised throughout. It con- 
tains the decisions of the Representative Body 
of the Association on matters of policy; a sketch 
of the constitution and working of the Associa- 
tion, local and central; lists of the members of 
Council and central committees, and of officers 
and officials, local and central; a brief record of 
some of the work of the Association in the past 
year; and other information about the doings of 
the Association. 


Guide to Courses and Examinations for Quali- 
fication in Public Health and Tropical 
Medicine 

The attention of those of our readers who 
think of taking a special qualification in public 
health or tropical medicine is drawn to the Guide 
to Regulations, Courses and Examinations for 
Qualifications in Public Health and Tropical 
Medicine and Hygiene in Great Britain and Ire- 
land, by Sir Andrew Balfour, K.C.M.G., C.B., 
director of the London School of Hygiene and 
Tropical Medicine, published by the British 
Medical Association. It is a valuable com- 
pendium of information on the regulations, 
courses, and examinations for degrees and di- 
plomas in public health and tropical medicine 
and hygiene, and includes also information as to 
the times of the courses and the fees payable. 
Copies of the Guide can be had (price 3s., post- 
free) on application to the Financial Secretary 
and Business Manager, British Medical Associa- 
tion House, Tavistock Square, W.C.1.— Ab- 


1930. 


PRESENTATION TO THE SCOTTISH COM- 
MITTEE OF THE BRITISH MEDICAL 
ASSOCIATION 


Dr. G. A. Allan, chairman of the Seottish 
Committee, has presented a mallet and stand 
for use on the chairman’s desk at the Scottish 
House of the British Medical Association in 
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Edinburgh. The gift is fashioned out of oak 
taken from the lining of the well shaft of the 
ancient Bishop’s Castle at Glasgow. Dr. Allan, 
in making the presentation at a recent meeting 
of the committee, said that during the rebuild- 
ing in 1911 of the south-west wing of the 
Glasgow Royal Infirmary, which is on the site 
formerly occupied by the castle, the old well 
was exposed; a shaft was revealed, ten feet 
deep, which had previously contained spring 
water, but had been drained and covered in 
during some earlier. alterations. The shaft was 
lined with black oak, one inch in thickness, and 
had stout square corner uprights of the same 
material. The wood was removed, and one of 
the workmen, thinking it might be of interest, 
offered a portion of a corner upright to his 
doctor, Dr. J. G. MeCutcheon, also a member of 
the Scottish Committee, who (said Dr. Allan) 
in spite of fuel scarcity occasioned by coal and 
transport strikes and the great war, had pre- 
served it. When the making of a mallet was 
mooted Dr. MeCutcheon generously offered it 
for the purpose. 

Dr. Allan gave some account of the history 
of Glasgow Castle, with which in future the 
maintenance of order at meetings at Drum- 
sheugh Gardens would thus be linked. The 
castle was occupied from the thirteenth century 
until the Reformation by a succession of bishops 
of Glasgow, who all, no doubt, quenched their 
thirst with water which had been carried up 
this old oak shaft. The castle had now 
vanished, but at one time it was a place of 
great strength, with battlemented walls and 
bastion. It was many times besieged in the 
sixteenth century, but following the Reforma- 
tion it fell on evil days, and for a period was 
used as a prison, at one time confining 300 
Jacobites. In the middle of the eighteenth 
century, in spite of repeated protests against 
the vandalism, permission was given for its 
stones to be used for the building of an inn in 
Gallowgate; before the century closed the 
ground on which the eastle had stood, which 
had reverted to the Crown at the Reformation, 
was granted to the town for the building of 
the Royal Infirmary. From time to time dur- 
ing work at the Infirmary relics of the sub- 
structure had been revealed, including traces 
of the drawbridge and moat. The mallet, which 
is in the form of the old Scottish mason’s 
‘“mell,’’ bears a silver plate recording the fact 
of the presentation; on the stand is an inscrip- 
tion stating that the wood was obtained from 
the lining of the well at Bishop’s Castle, 
Glasgow. On the motion of Dr. Buist, the com- 
mittee recorded its grateful appreciation of Dr. 
Allan’s gift—Brit. M. J. 1: 1068, 1930. 
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A FEW FACTS ABOUT THE BRITISH 
MEDICAL JOURNAL 


The British Medical Journal has continued to 
make steady progress, both as an organ of pro- 
fessional opinion and scientific information, and 
as an advertising medium. During the year 
1929, the circulation and revenue of the Journal 
again exceeded all previous records. The aver- 
age numbers of copies printed weekly during the 
past seven years have been as follows:— 29,036 
in 1923, 31,339 in 1924, 33,530 in 1925, 35,920 
in 1926, 36,688 in 1927, 37,844 in 1928, and 
39,000 in 1929. With the continued growth in 
circulation increasing interest has been shown by 
readers in the material provided for them. The 
revenue from advertisements has also grown 
steadily year by year, thus testifying to the en- 
hanced value placed upon the Journal by ad- 
vertisers. The income from advertisements for 
the year was £54,301, as compared with £51,782 
in 1928, £47,586 in 1927, £46,309 in 1926, £43,489 
in 1925, £39,437 in 1924, and £38,318 in 1923. 

The average weekly number of pages in the 
British Medical Journal in 1929 was 124.7, dis- 
tributed as follows: Journal, Epitome and Sup- 
plement, 61.5; advertisements, 63.2. The total 
number of pages of text and advertisements was 
6,496 as compared with 6,268 in 1928, 6,060 in 
1927, and 5,876 in 1926. These figures do not 
include the half-yearly indexes or special plates 
printed on art paper. 

Current advertisements, and those newly 
tendered for insertion receive careful considera- 
tion. In support. of the Association’s policy 
many advertisements have been declined or dis- 
continued. Among the general principles by 
which the Journal Committee is guided in con- 
sidering the eases referred to it is that no ad- 
vertisement shall be accepted of an article which 
is also being advertised to the general public in 
an improper or misleading manner. This policy 
of excluding undesirable advertisements from its 
official organ is a duty the Association owes to 
its members and through them to the public, 
and responsible advertisers weleome it, recog- 
nizing that in the long run it. is to their ad- 
vantage. While the acceptance of an advertise- 
ment for publication in the Journal is not to be 
understood as recommending or guaranteeing 
the article advertised, yet the appearance of an 
advertisement indicates that no objection of 
principle has been taken to it. All new advertise- 
ments submitted for publication are scrutinized 
in the Finance and Medical Departments of the 
Association, and those considered prima facie to 
be misleading or otherwise objectionable are re- 
ferred for further inquiry and consultation. 
Details of advertisements suspended or refused, 
and of the grounds for the action taken, are 
periodically laid before the Journal Committee, 
when the circumstances of each case are re- 
viewed. 

The editor is Dr. N. Gerald Horner. 
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CLOSER CO-OPERATION BETWEEN 
DOCTORS AND HOSPITAL 
ARCHITECTS 


For some time there has been a growing con- 
viction that it would be in the best interests of 
Canadian hospital development if our medical 
men, who use these hospitals so much, and the 
architects, who design these workshops for us, 
could come closer together and study the prac- 
ticel needs and difficulties of hospital construc- 
tion and layout from the other’s viewpoint. Such 
an interchange of thought would be decidedly 
refreshing. The Royal Architectural Institute 
of Canada broached this subject to the Canadian 
.Medical Association a few months ago. The idea 
was most favourably received by the Executive 
Committee and, in furtherance of this movement, 
the President of the Canadian Medical Associa- 
tion was an invited guest and speaker at. the 
annual dinner of the R.A.I.C. in February. We 
quote in part from the review of Dr. Bazin’s 
address in the April number of the Journal of 
the Royal Architectural Institute: 


‘‘There are so many things that could be said by 
a representative of the medical profession, and especially 
by a representative of organized medicine in Canada, to 
the members of the Royal Architectural Institute of 
Canada—in fact, I am bursting with eloquence, but I 
am mindful of the delicate hints your President has 
given. 

‘“At this time, I wish to congratulate the Institule 
upon the formation of ‘a body of Fellows. We of the 
Medical Association are one jump ahead of you, Mr. 
President, because we have instituted the Royal College 
of Physicians and Surgeons of Canada, having the 
gracious assent of His Majesty to the use of the word 
‘*Royal’’. I am sure you have instituted these Fellow- 
ships in order to give distinction to—one may not call 
it specialism in architecture, but high qualification in 
architecture—and that is what we have tried to do in 
the medical profession in Canada. Following the lead 
of the Royal Colleges in Great Britain, and the lead, 
without the name, of those very high ‘‘faculties’’ 
giving special qualifications in France, we have now 
established machinery for the development of the 
designating qualification of men who have attained. high 
degree of excellence in any special branch of medicine, 
including that very special but diminishing branch, the 
family practitioner. 

‘*There is just one point that I wish to develop 
and it is the relationship that might exist between this 
Institute of Architecture and the Canadian medical 
profession. As citizens we are all interested in the 
increasing cost not only of keeping well but of being 
sick, and we should both together work, so-far as we 
ean, towards, I will not say, the reduction of the cost of 
keeping well, but certainly the reduction of the cost of 
being sick. The cost of being well is, ofcourse; largely 
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borne by all of us through taxation, because keeping 
well is a procedure which must be the function of. the 
State, that is, by public health measures, sanitation, etc., 
and in that, of course, the Royal Architectural Institute 
of Canada can be of great assistance. We do not, or 
at least we should not, discourage taxation for keeping 
well, but the increasing cost of being sick has to be 
borne by every individual in the community. It is « 
well worn phrase that the only people who can get 
medical attention without going into financial em- 
barrassments are the very poor and the very rich. ‘I'he 
one class is provided for by the State or by the guod 
offices of charitable contributors; and the other class 
is able to provide for themselves out of their own 
moneys. The great middle classes are the sufferers. 

‘“Now, there is a real cause for this increased cost 
of being sick. There is a great deal more to do nowa- 
days in the matter of diagnosis, but the cost of treat- 
ment has not gone up particularly. It does not cost 
any more to operate on a case in a hospital to-day than 
it did thirty years ago, but illnesses are being detected 
in the incipient stages in a way that was not thought 
of thirty years ago, and are being followed up more 
thoroughly and efficiently simply because of the advance 
in medical science giving to the profession the technical 
means of doing it—the x-ray, blood examinations, blood 
chemistry, and all those technical laboratory means for 
making diagnosis which could not have been made o1 
were not thought of thirty years ago. 

‘“‘T am Attending Surgeon in charge of wards i 
the Montreal General Hospital and some thirty odd 
years ago I was House Surgeon in those same wards. 
I have no more cases under my charge now than I as 
a House Surgeon had to look after single-handed. And, 
whereas the Attending Surgeon at that time had com- 
plete charge of all those cases, I have eight assistants 
and I have four internes and those four internes are ail 
just as busy from morning until night as I was doing 
that work single-handed. ‘This shows what a tremendous 
amount of work has been added, more particularly to 
the diagnosis of cases that come to us. Diagnoses 
which would have been disregarded thirty years ago are 
now made, and are followed up by these expensive 
means, 

‘There is another cause of increased cost of being 
sick and I think it is a cause which should in large 
measure be eradicated, or at least a serious and con- 
scientious effort made to eradicate it—I refer to 
luxury in construction and equipment of hospitals. Let 
us take as an illustration the lighting of an operating 
room. One can put in a very expensive equipment to 
substitute artificial light for daylight, or to reinforce 
daylight by artificial light, and we have then in an 
operating theatre a fairly expensive installation of plate 
giass, or double plate glass in this climate, with some- 
thing in the nature of a heating element between the 
two. We also put in expensive light equipment. This 
artificial light has to be properly and carefully installed, 
and a proper type of lamp has to be used, because as 
you know, the blending of two ‘colours of light gives 
you a very imperfect result. Imasmuch as there is a 
very considerable percentage of days when daylight has 
to be reinforced by artificial light, I do not know but 
what we may come very shortly to doing away with tie 
expensive plate glass installdtion, its maintenance, etc.; 
and rely entirely upon artificial light. I know from 


experience that it is not necessary to have the very 
best illuminant to do the work, just as you. all know 
from experience that if you require a car to do your 
work it’ is not absolutely necessary that you shc 
2 Rolls-Royee. , 


muld have 


90 THe CANADIAN MepicaL ASSOCIATION JOURNAL 


‘‘That is exactly my attitude with regard to the 
construction and equipment of hospitals, and we must 
remember that the money which is being spent is public 
money—whether it is contributed, or granted by the 
State—and there is never enough of it. My contention 
is we should be satisfied with a construction and equip- 
ment that will provide service, with the aid of men who 
will modify their attitudes to what they can get along 
with rather than to the very best scientific thing that 
can be provided for them. If a surgeon can do his 
work with a certain illuminant which costs, say $50.00 
why give him a piece of equipment that costs $2,000, 
$3,000, or $4,000 just because it gives a better illumina- 
tion? 

‘‘There is another point in regard to hospital con- 
struction to which I would like to refer. As your 
president has already mentioned, this country of ours 
has a very distinct climate. Who knows the construc- 
tion that is necessary to combat that climate better than 
the Canadian architects who are living right in it? 

‘“ Another thing, perhaps more important, is this: 
we Canadians may boast of our country and of its 
resources, but we are still very young and we are not 
as wealthy as we might be and as we hope to be. The 
fact remains, however, that we are not as wealthy as 
are some other nations, and until that very desirable 
condition arrives, in our hospitals at least, we should 
be frugal with the spending of our money. And who 
can understand the ideas of frugality and economy of 
Canadian communities as well as the Canadian architect? 
For these reasons if for no others, it seems to me 
Canadian hospitals and Canadian hospital boards should 
see that our hospitals are designed and built by 
Canadian architects. 

‘“The Canadian Medical Association has recently 
established a Department of Hospital Service, and that 
department is under a full time associate secretary. It 
was made possible by the generosity of one of our big 
financial houses, which saw it was an advantage to the 
community of Canada to have some assistance given to 
the majority of the hospitals of Canada so that the 
amount of money available to a particular hospital would 
give the greatest amount of service to the hospital com- 
munity. In this Hospital Service Department we do 
not propose to advise the large hospitals, which have 
trained hospital administrators, but we do propose to 
act as a clearing house and in an advisory capacity to 
the 90 per cent of the Canadian hospitals which have 
no expert hospital administrator at their heads—hos- 
pitals varying in size from ten to perhaps one hundred 
beds, which are being administered by well meaning 
people doing their best and devoting a tremendous 
amount of time to the work (and I mean more par- 
ticularly the boards of management and the lay boards), 
who are erecting or adding to hospitals, and who without 
getting the advice of a hospital expert may be the 
victims of high pressure salesmen from the equipment 
houses. That is the reason we have established this 
Department of Hospital Service. It is not an inspect- 
ing and grading department. It is not shaking the 
big stick and saying: ‘If you do not have this we will 
not list you as a grade A hospital’, We are simply 
going to those hospitals and saying: ‘What are your 
problems?’ ‘Can we help you?’ ‘We understand’ (for 
instance )—‘ you are designing an x-ray department. We 
know that according to your needs and the type of 
machine you are going to put in you will require certain 
space for it. Do mot make the mistake of giving ion 
little space, but, on the other hand, do not incur an 
increased expense by allowing too much space.’ We 
can advise them, and we are willing to advise them, 
but it is their option whether they take the advice or 
not. 


‘Through this hospital service department of the 
Canadian Medical Association we hope that by co- 
operation with the Royal Architectural Institute of 
Canada we can give better hospital service to all com- 
munities in Canada.’’ 
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ORDER MISINTERPRETED BY HOSPITAL 
NURSE 


The newspapers of to-day dearly love to take 
a thrust at the medical man and a recent re- 
grettable accident in a well-known hospital in 
an Ontario city has given them a fresh oppor- 
tunity to misquote facts. An elderly patient, 
the victim of a motor accident, was prescribed 
one drachm of paraldehyde and the undergrad- 
uate nurse, misreading the house physician’s 
clearly written order, administered one ounce. 
Owing to the patient’s advanced years and his 
poor general condition, this not unusual dose 
proved to be a fatal one, and because this death 
followed a motor accident, the unfortunate mis- 
take immediately involved certain legal and in- 
surance considerations. 

It was the old story of a confusion in differ- 
entiating the 5 and 5 symbols and is another 
illustration of the desirability of substituting 
the metric system for our present hybrid 
methods. But the jury taking their cue from 
the coroner’s statement that this ‘‘ought to be 
a lesson to medical men to make their symbols 
plain and distinet’’ brought in a rider to the 
effect ‘‘that all medical men in hospitals should 
use utmost caution in writing prescriptions when 
drugs are prescribed.’’ Although there was no 
suggestion that the prescription was not properly 
written, the consequent newspaper publicity so 
developed that the house physician in question 
and the whole medical profession seemed to be 
made the butt for more or less direct newspaper 
censure for its carelessness in writing prescrip- 
tions! 

The newspaper published many interviews 
with druggists, members of the staff of the 
Ontario College of Pharmacy, and others, many 
of whom apparently did not comprehend the 
situation, for the comments seemed to centre 
largely upon the legal right of nurses to ‘‘com- 
pound’’ prescriptions (apparently pouring a 
dose of medicine out of a bottle is compounding 
it), the breaking of the law by hospitals who 
permit unqualified persons to dispense prescrip- 
tions, and the careless manner in which doctors 
write prescriptions. That none of these points 
had the slightest bearing upon the case in ques- 
tion did not seem to be of any concern. In an 
editorial one leading newspaper threw out the 
suggestion that ‘‘the system is at fault which 
permits a nurse without a thorough knowledge 
of toxicology and, therefore, not fully equipped 
to avoid mistakes to interpret. a doctor’s pre- 
seription.’’ 

All of this publicity left the public very con- 
fused on the incident in question and furnished 
them with little save a general impression that 
doctors are careless, that patients’ lives are: 
jeopardized, and that hospitals are violating the 
laws about something or other. Meanwhile an 
efficient and innocent intern is discredited, by- 
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inference at least; a conscience-stricken nurse is 
still further humiliated; and public confidence is 
shaken. 

The ‘‘mixing’’ of solutions and certain drugs 
by graduate nurses in small hospitals where 
pharmacists cannot be afforded is a problem and 
has concerned various provincial hospital asso- 
ciations. The majority of these hospitals refer 
such work to the local druggist, thereby protect- 
ing themselves, but a few small hospitals still 
prepare stock solutions themselves and as a 
result weaken their legal position in case of 
accident. But it is absurd to suggest that a 
nurse should not pour out a spoonful of medi- 
cine. As one medical man stated: ‘‘One 
couldn’t call in a pharmacist to give every pa- 
tient his dose of medicine.”’ 

Swift reminds us that ‘‘censure is the tax a 
man pays to the public for being eminent.’’ Did 
he have in mind doctors and statesmen? Per- 
haps these admonitions, although misapplied 
here, may have a general tonic effect. Undoubt- 
edly, anesthetics have never been as carefully 
administered as they have been since the so- 
called ‘‘anesthetie death’’ scare of last. year; 
more x-ray departments have been house-cleaned 
since the Cleveland fire than ever before; and 
many nurses, physicians and pharmacists will 
remember this accident when the ounce or the 
drachm sign appears in a prescription or hos- 
pital order. 


THE PURPOSE AND VALUE OF 
NECROPSIES 


An interesting discussion of this subject ap- 
pears in the January number of Hospital 
Progress, the magazine of the Catholic Hos- 


pital Association. The writer, Dr. B. C. 
Russum, of Omaha, properly points out that 
the pathological processes should be studied, 
not only as a cause of death but in their rela- 
tion to clinical phenomena, to surviving rela- 
tives, to the community as a whole, and to the 
general study of disease. 

The leadership maintained by Europe in 
this regard is lauded, the institutes of legal 
medicine, at Copenhagen for instance, finding 
their post-mortem work invaluable ‘‘in solving 
problems of inheritance, responsibility, all 
types of bodily injury and disease, poisonings, 
legal psychiatry, communicable diseases’’, ete. 
Necropsies are becoming more frequent in 
America. The courts lean heavily upon the 
pathologists’ reports, and insurance companies 
are frequently demanding autopsies, but the 
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writer is far from satisfied with the legal ar- 
rangements in the United States. He derides 
the coroners’ system which he describes as 
‘‘the antiquated, thoroughly inefficient, often 
disreputable, coroners’ system which we in- 
herited from England and still continue to use 
as a political football’’. Possibly if their 
coroners’ system had developed along the lines 
followed here in Canada they would have 
found it more satisfactory. 

The present day vital statistics, the value of 
which is so much lauded, are questioned by 
the writer. With only 0.7 per cent of the dead 
examined post-mortem, it is difficult to get 
accurate data, especially when there is so much 
deliberate withholding of information on death 
certificates, either from sympathy for the 
survivors or for reasons concerned with insur- 
anee. Doane says ‘‘one cannot help being 
impressed by the utter worthlessness of present 
day civilization mortality statisties’’. 

The. value from the viewpoint of better 
diagnosis to both patient and physician is 
strongly emphasized. Osler, the great dia- 
gnostician, developed his diagnostic acuity by 
checking post-mortem observations against 
clinical findings. In 600 neecropsies by Karsner, 
the principally diseased organ was not im- 
plicated in 8 per cent of the clinical diagnoses, 
and minor errors occurred in a higher degree. 
Regrettable as this is, it is better reading than 
the famous, but misquoted, statement of 75 per 
cent erroneous diagnoses—a misunderstood 
statement which the quacks love to cite on 
every possible occasion. Quoting Bluestone, 
‘fonly the pathologist, or the clinician who 
follows his patient to autopsy, realizes how 
many patients with hysteria have brain 
tumours; in how many heart cases there are 
no valvular lesions, but nephritis; and that 10 
per cent of all old persons die with unsuspected 
eancer’’. Our present statistics on cancer as a 
cause of death are said to be utterly worthless. 

The value of a hospital as an educational 
centre to the community and to the staff depends 
upon its industry in searching for errors in 
diagnosis. One leading medical educator strong- 
ly advises medical students to select their 
interneships according to the percentages of 
autopsies performed in a hospital, and tells them 
to avoid those hospitals with very low percent- 
ages. Incidentally, one of the difficulties en- 
countered by the Department of Hospital Service 
in trying to place more internes in Canada has 
been the fact that the majority of non-teaching 
hospitals, even in the larger cities, conduct very 
few autopsies, a feature-now carefully considered 
by the keener students. 





THE ONTARIO MEDICAL ASSOCIATION 
JUBILEE CONVENTION 


When a group of progressive medical men 
under the leadership of the late Dr. Joseph 
Workman formed the Ontario Medical Associa- 
tion back in 1880, they little realized to what a 
mighty tree that little sapling would soon grow. 
The 1930 convention, which was held during the 
last week of May at the Royal York Hotel in 
Toronto, marked the golden jubilee of this asso- 
ciation and unusual preparations were made to 
commemorate the oceasion. It was fitting that 
the president chosen for this year should be a 
charter member, Dr. John Ferguson, of Toronto, 
who was assistant secretary at the first conven- 
tion in 1881 and has maintained an active par- 
ticipation ever since. The arrangements for the 
program were in the hands of a special committee 
under Dr. Geo. S. Young, with Dr. Gordon 8S. 
Foulds as secretary. To the members of this 
committee the association is deeply indebted for 
the success of this meeting. 

A feature of unusual interest was the pres- 
ence of a delegate from each of the sister pro- 
vineial associations: Dr. I. J. Yeo from Prince 
Edward Island; Dr. H. K. Macdonald from 
Nova Seotia; Dr. A. S. Kirkland from New 
3runswick, Dr. A. T. Bazin from Quebec (also 
representing the Canadian Medical Association) ; 
Dr. Harvey Smith from Manitoba (also repre- 
senting the British Medical Association) ; Dr. 
T. W. Walker from Saskatchewan; Dr. W. A. 
Lineoln from Alberta; and Dr. W. B. Burnett 
from British Columbia. These gentlemen bore 
felicitations from their respective provinces, 
which greetings were eloquently presented at the 
annual dinner. Moreover the delegates made 
valuable contributions to the program as well. 

The scientifie program was unusually compre- 
hensive. Altogether, more than sixty papers 
were presented at the general sessions and sec- 
tional meetings. Not only were contributions 
made by Ontario doctors from various centres, 
and by the fraternal delegates from the other 
provinees, but a number of papers were pre- 
sented by speakers from Montreal, Halifax, 
New York, and Chicago. These addresses were 
all of considerable interest and were much 
appreciated by the members. The attendance 
at these scientific sessions was excellent 


throughout the three days. 

The Round Table Dinner which is now quite 
an annual event was attended by more than 
As established by cus- 
the 


two hundred members. 


tom, this meeting is held to diseuss 
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economic and sociological aspects of medicine, 
is under the direction of the Committee on 
Inter-Relations, and the discussion is freely 
opened to all members present. The subject 
chosen this year ‘‘Is Health Insurance Com- 
ing?’’ was particularly appropriate in view of 
the developments in various provinces. The 
guest-speaker was Dr. Willard C. Rappleye, 
New Haven, Conn., Director of the Commission 
on Medical Education in the United States. 
Being in intimate contact with many phases of 
medical economics, Doctor Rappleye was en- 
abled to present an address of unusual interest 
to his audience. 


Taking issue with the common idea that the 
cost of sickness is oppressive, Doctor Rappleye 
drew attention to the fact that in the United 
States but 2.4 per cent of the national income 
is spent on doctors’ bills, and that the entire 
cost of sickness is but two-tenths of one per 
cent of the ‘‘vital value’’ of the population; 
moreover five and one-half times as much is 
spent on non-essentials as on sickness. The 
speaker was of the opinion also that the logical 
person to refer a patient to a specialist is the 
family physician; self-selection of a doctor, 
resulting from self-diagnosis, is a _ serious 
problem in providing medical service. Many 
speakers expressed their views upon this 
general question of health insurance. In con- 
trast to the Round Table at Hamilton last year, 
when the great majority seemed convinced that 
compulsory health insurance or some other 
form of national medicine was not far around 
the corner, two observations stand out; firstly. 
there is considerable doubt now as to whether 
there is really any widespread demand for a 
change in our medical system; and, secondly, 
of more urgent need from the viewpoint of 
more efficient and more economical medical 
care, is the ‘‘nationalization of diagnosis’’, as 
one speaker expressed it,—the provision of 
adequate diagnostic facilities at a cost within 
reach of all. : 

The high spot of the jubilee celebration was 
the Dinner Dance at which the living Past- 
Presidents were honoured. This dinner was an 
outstanding success and will long be re- 
membered by those fortunate enough to be 
present. The two long head tables, tiered one 
above the other, were reserved for the guests 
of honour, the Past-Presidents and _ their 
ladies, the fraternal delegates, his Worship the 
Mayor, and other guest-speakers. The Chair- 
man, Dr. George 8. Young, was in his best 
form and admirably handled a full program 
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replete with oratory, wit, and wisdom. Each 
Past-President was presented with an engraved 
Presidential Pin in gold by the little grand- 
daughter of the present president. Recipients 
present were Drs. N. A. Powell, H. R. Casgrain, 
H. A. Bruce, D. J. Gibb Wishart, H. B. Ander- 
son, A. Dalton Smith, John P. Morton, G. 
Stewart Cameron, F. W. Marlow, J. H. Mullin, 
J. F. Argue, Geo. S. Young, John MacGregor, 
Weston Krupp, and E. A. McQuade. 

The Presidential Address was then delivered 
by Dr. John Ferguson in his inimitable scholarly 
and cultured fashion. Basing his observations 
on his fifty years of almost. unbroken participa- 
tion in the executive work of this association, 
Dr. Ferguson reviewed the many objectives and 
the marked progress during that period. The 
scientific and social advancements of this half- 
century, thus summarized, bore striking testi- 
mony to the fidelity with which our confréres, 
past and present, have upheld the traditions of 
the medical profession. Following the dinner 
an enjoyable evening was spent in dancing and 
at bridge. 

The scientific exhibit attracted considerable at- 
tention. Of great interest was the historical 
display which ineluded old instruments, old 
tariff schedules, and many volumes written by 
Ontario physicians on medical, historical, bio- 
One section was 


graphical and other subjects. 
reserved for military writings, another for 


poetry, another for scientific treatises. To many 
observers it was a revelation to realize that so 
much literature had come from the pens of 
Ontario practitioners, past and present. The 
Department of Health had a most instructive 
exhibit, as did also the Ontario Dental Associa- 
tion. The x-ray exhibits and the wax models 
of skin disease attracted considerable attention. 

The visiting ladies were well entertained by 
a ladies’ committee, of which Mrs. Young was 


PLAUT- VINCENT’S INFECTION OF VAGINA.—Clement 
H. Arnold has treated twenty or more cases of Vincent’s 
angina of the mouth. In twelve of these agranulo- 
cytosis, anemia, hemorrhage of greater or less degree, 
decreased blood platelets and in one case death from 
thrombosis have been accompanying features. Not all 
the patients presented these factors, but all those with 
sufficient fever and constitutional symptoms to be 
ordered to bed did so. Treatment consisted of a com- 
bination of sodium perborate as a mouth wash and 
buccal paste, and neoarsphenamine; in two cases 
sulpharsphenamine was given intramuscularly. There 
were no recurrences except in one case, in which the 
occupation of the patient (traveling salesman) made 
persistent treatment almost impossible. He is now well, 
however. All patients are advised to continue the sodium 
perborate for an indefinite period and to return period- 
ically for smears. Arnold also reports a case of 
Vincent’s disease of the vagina which followed that of 
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convener. Their program included tea at the 
University Women’s Club, at the Royal Can- 
adian Yacht Club, and at the Lambton Golf 
Club. There was also a delightful luncheon at 
the Granite Club and, of course, the Jubilee 
Dinner and Dance. 

The golf tournament was frowned upon some- 
what by Jupiter Pluvius but was finally com- 
pleted, the Hamilton Medical Society Cup going 
to Dr. A. B. James, of Toronto, with other prizes 
to Drs. D’Arey Frawley, E. E. Shouldice, A. J. 
Mackenzie, John Maynard, and W. G. Hutchison. 

A resolution to set aside funds for the care 
of needy practitioners or their families was 
unanimously supported by the convention. It 
was also agreed to meet next year at Niagara 
Falls. The President-Elect is Dr. Ward Wool- 
ner, of Ayr, who has for years taken an active 
interest in the Association. Dr. T. C. Routley 
continues as Secretary. Other officers chosen 
are as follows :— 


First Vice-president—Dr. L. J. Austin, Kingston; 

Second Vice-president—Dr. J. H. Holbrook, Hamil- 
ton} 

Secretary-treaswrer—Dr. G. Stewart Cameron, Peter- 
borough. 


COUNSELLOR REPRESENTATIVES: 

District No. —Dr. George A. Lewis, Windsor. 
District No. —Dr. A. J. MeGanity, Kitchener. 
District No. —Dr. 8S. T. White, Orangeville. 
District No. —Dr. W. K. Colbeck, Welland. 
District No. 5A—Dr. W. A. Lewis, Barrie. 
District No. 5B—Dr. A. J. Mackenzie, Toronto. 
District No. 6 —Dr. F. C. Neal, Peterborough. 
District No. 7 —Dr. W. A. Jones, Kingston. 
District No. 8 —Dr. W. S. Lyman, Ottawa. 
District No. 9 —Dr. W. J. Cook, Sudbury. 
District No. 10 —Dr. J. C. Gillie, Fort William. 


The untimely death of the first vice-president, 
Dr. Alfred J. Grant, of London, immediately 
preceding the convention was deeply regretted 
by all his friends and associates. G.H.A. 


the mouth. An agranulocytosis was present in this 
condition similar to that in other cases restricted to 
the mouth. The exact pathologic-hematologic-clinical 
relationship is not yet perfectly understood. The con- 
dition is contagious and should be given prompt and 
continued intensive treatment. Because of its con- 
tagiousness, patients should be partially isolated and 
their persona] possessions, such as handkerchiefs, nap 
kins and table utensils, kept separate and sterilized. .A 
further field for study is indicated as to the possible 
causal relationship between certain idiopathic agranulo- 
cytic blood states and cryptic Vincent’s angina in other 
parts of the body than the mouth. This is the only case 
of Plaut-Vincent’s infection of the vagina that Arnold 
has been able to find in the literature for the last 
thirty-five years. Evidence presented indicates that the 
fusiform bacilli and spirilla are different forms in the 
life eycle of one organism.—J. Am. M. Ass. 94; 1461, 
May 10, 1930. 
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Medical Societies 


THE EDMONTON ACADEMY OF MEDICINE 


The May meeting of the Academy was held 
on May 7th. Continuing the series of short 
papers on the history of medicine, Dr. Heber 
Jamieson gave a very interesting talk on the 
subject of ‘‘Divination’’. The chief paper of 
the evening, on ‘‘Experiments in Migration”’’, 
was given by Professor William Rowan, Pro- 
fessor of Zoology at the University of Alberta, 
who is now recognized as an international 
authority on this particular subject. Illustrat- 
ing by lantern slides, Professor Rowan gave 
the result of recent experiments on the migra- 
tion of birds carried on in Alberta, which work 
is to be continued until more complete and 
definite information is obtained. 

The last meeting of the Academy of Medi- 
cine for the year preceding the holiday season 
was held on June 4th. 

As a preliminary, Dr. John Orobkeo gave an 
interesting historical aeceount of the life of 
Paracelsus, in which he fully discussed his 
character and the influence he had in the 
practice of his time. 

The main subject of the evening was a paper 
by Dr. D. B. Leitch on ‘‘ Anorexia in children’’, 
in which by means of data shown on lantern 
slides, he gave a very original, useful and prac- 
tical demonstration of the causes of this condi- 
tion and the means to be used in preventing or 
relieving it. The distinction between hunger 
and appetite was stressed by the speaker, the 
former being a physical condition, the latter 
entirely mental. Failure on the part of parents 
to understand the psychology of the child was 
held to be one of the main causes of the con- 
tinuation of the condition of anorexia. Coax- 
ing, bribing, or force, so often resorted to, were 
to be deprecated as they only inerease the an- 
tagonism of the child, sometimes leading to a 
life-long prejudice against some special article 
of food. Leaving the child to follow his own 
natural inclinations, allowing him to be in- 
fluenced by example, and the avoidance of 
fussing and showing wnnecessary anxiety over 
what is usually only a temporary condition in 
the majority of cases, will be found effective. 
Only in a minority of cases are medicines or 
drugs indicated. The importance of a proper 
distribution of and control over hours of play, 
rest, and work was emphasized by the speaker. 


On June 10th the members of the Academy 
ct Medicine were invited to visit and inspect 
the plant of the Woodland Dairy Limited, of 
Edmonton, recently reorganized. Over fifty 
medical men attended and were greatly im- 
pressed by the perfection of the new equipment 
for the production of scientifically pasteurized 
milk, butter, and ice-cream. After the inspee- 
tion luncheon was served to the visitors, during 
which a short address on ‘‘Pasteurization of 
Milk’’ was given by Dr. M. R. Bow, Deputy 
Minister of Health. <A vote of thanks was 
passed at the close to the Manager, Mr. E. T. 
Love, and the Directors of the company, for 
their splendid hospitality, and for affording the 
opportunity of inspecting the plant of the com- 
pany which is one of the best equipped in 
Canada. 

T. H. WHITELAW 


THE BATTLEFORD DISTRICT MEDICAL 
SOCIETY 


A meeting of the Battleford District Medical 
Society, held on May 6th, was addressed by 
Dr. R. G. Ferguson on the work of the 
Saskatehewan Anti-Tuberculosis League, and a 
proposal was made to establish a Tuberculosis 
Diagnostie Clinic at North Battleford, to serve 
the Battleford District and the north western 
part of the province. It was the unanimous 
vote of the Society that such a clinic should be 
established and a committee, consisting of the 
President, Dr. F. H. Hurlburt, and Dr. O. M. 
(Goodwin, was appointed to work out the neces- 
sary details. 

The following have been elected as the 
officers of the Battleford District Medieal 
Society for the ensuing year: President, Dr. J. 
Ei. Morin, Lashburn; Vice-president, Dr. J. 
Jardine, Seott; Sec’y.-Treasurer, Dr. J. H. 
Jackson, North Battleford; Executive Commit- 
tee, Drs. A. O. Rose, Hafford; Dr. F. H. Hurl- 
burt, North Battleford; Dr. L. A. C. Panton, 
North Battleford; Representative to the Pro- 
vincial Executive, Dr. J. E. Jardine. 

This report is a fuller and more correct 
statement than that which appeared in the 
Journal last month (page 869). 


LILLIAN A. CHASE 
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Dalhousie University 


With the completion of the 1929-30 session 
the resignations of Professors John Cameron 


and Owen S. Gibbs come into effeet. Dr. 
Cameron has been chief of the Department of 
Anatomy since 1915, and has not only been an 
exceptionally successful teacher but has earried 
on much valuable research. As a _ popular 
lecturer he has been much in demand. He has 
been greatly loved by colleagues and students, 
who unite in the hope that his health, which 
has suffered of late, may soon be completely 
restored. Dr. Gibbs has been associated with 
the Dalhousie faculty for a shorter ‘period, but 
has established a reputation as an effective 
teacher and an indefatigable research worker. 
The artificial heart which he designed has at- 
tracted widespread interest. 





At the annual convocation of Dalhousie Uni- 
versity, held on May 138th, the diploma in 
Medicine was granted to nineteen candidates. 
Several of these will leave at once to accept 
hospital positions to which they have been 
appointed. Of the remainder the majority will 
write the examinations of the Medical Council 
of Canada in June. 


The following received the degrees of M.D., 
C.M., from this University at the last convoca- 
tion:— Charles Omer Absher; Edgar Stirling 
Giddings; Wilfred Bell Howatt; Charles Ham- 
mond Johnson; Charles MacLean Jones; Joseph 
Prayag Lachhmansingh; John Rae McCleave; 
Ronald Ian Maedonald; John Raymond Mac- 
lean; John Roderick Maeneill; Leonard Albert 
Miller; Fred Arthur Minshull; Arthur Lister 
Murphy ; Angus Edward Murray; Andrew Love 
Richardson; Robert Fail Ross; Arthur Herbert 
Sangster; Carl Heustis Smith; Henry John 
Townsend. 





An arrangement has been completed by 
which all medical students of Dalhousie Uni- 
versity will receive appointments as student 
internes in Halifax hospitals for the twelve 
months following the completion of the fourth 
year of study. This arrangement, which was 
made effective in May of this year, provides 
for the direction of the clinical work of the 
students by members of the Dalhousie faculty, 
and permits of the rotation of a considerable 
proportion of the students between the general 
and the special hospitals. The curriculum is so 
arranged that nothing but clinical teaching is 
required in the fifth year. 


W. H. HATTIE 
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Laval University 


At the recent exercises of this university the 
degree of Doctor of Medicine was conferred on 
the following persons:— Antonotien St-Pierre, 
summa cum laude; Lionel Groleau, summa cum 
laudé; Louis-Philippe Poliquin, cum laude; 
Charles-Emile Lacerte, cum laude; Joachim 
Jobin, cum laude; Georges-Henri LaRue, cum 
laude; Gérard Pelletier, cum laude; Viateur 
Boldue, cum laude; Maurice Beaudry, cum 
laude ; Clément-Antoni Blais, cwm laude; Isidore 
Gauthier, cum laude; Paul-Emile Belleau, cum 
laude; Lucien Peticlere, cum laude; Lorenzo 
Payette; Jean-Guillaume Dufour; Joseph- 
Emilien Chabot; Ulrie Frenette; Paul Brodeur; 
Rémi Desjardins ; Paul Gilbert ; Gérard Pouliot ; 
Camille Bourgeois; Francois Dussault; J.- 
Alphonse Couturier; Antonio Robert; Gérard 
Matte; Gustave Rheault; Antoine Roy; Wilfrid 


Audet; Joseph-Edgar Vanasse; Charles La- 
flamme; Jean Matton; Philippe Simard; 
Joseph-Charles Rossignol; Omer  Leclere; 


Lucien Péloquin; Edmour Précourt ; Bernardin 


Roy; Austin Cantin; Déliphat Desrosiers; 
Jules Morin; Edwin Binet; Bruno Cloutier; 


Walter Pfeiffer; Harry Cohen-Tarr. 


Prize List 


Lieutenant-Governor’s Medals (best average 
for the whole course), Ist, Antonotien St-Pierre; 
2nd, Lionel Groleau. 


Morrin Prizes (special competition on any 
subject taught during the year). 


1st year—lst, Adrien Gagné; 2nd, Jaeques 
Tremblay. 


2nd year—Ilst, Maurice Lafontaine; 2nd, 
Benoit Fortin. 
3rd year—l1st, Napoléon Larochelle; 2nd, 


Pierre Morisset. 


4th year—\st, Philippe Richard; 2nd, Honoré 
Nadeau. 


Lemieux Prize (anatomy, special competition) 
Maurice Lafontaine. 


Simard Prize (best success in the final examin- 
ation in surgery), 1st, Antonotien St-Pierre and 
Ulrie Frenette; 2nd, Jean Guillaume Dufour, 
Isidore Gauthier, Joachim Jobin. 


Médaille d’or de 1’Internat (the first on the 
list of interns), Alphonse Giguére. 


Laboratoire Nadeau Prize (the best paper in 
the final examination on medicine), Lorenzo 
Payette. 
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McGill University 


At the recent convocation held in May, the 
degree of Doctor of Medicine and Master of 
Surgery was conferred on the following :— 

Robert, Henry Abrahamson; Gerald Thomas 
Altimas, B.A.; Leonard Edward Arnold; Harry 
Lyon Baeal(a) ; Frank Aloysius Barlow, B.Sc. ; 
John Whitney Blemer, A.B.; Moses Mendel 
Braunstein; Lyla Irene Brown, B.A.; John Nel- 
son Christian Byers; Rupert Dudley Codding- 
ton; David Costom; Albert Leo Courville, B.A. ; 
Basil Robert Cuddihy, B.A.; Levi Addison 
Curran; Louis William Daley; Cecil Howard 
Dickey ; Arthur Frederick Dunn; John Dunphy ; 
Harry H. Epstein; John William Fagan; Albert 
Ernest Forsythe, B.Se.; Morton Raymond Gib- 
bons, A.B.; Lorenzo Giovando; Neil Douglas 
Gordon; Harry Sylvestre Nutting Greene; 
Jay John Grimm, B.S.; Morris J. Groper; 
Albert Edward Held, B.A.; Fred Hise; Fred 
Smith Hosking; Richard Philip Jones; Robert 
Jonitz, B.Se.; Donald R. Keller; Philip Sheridan 
Keysor; Paul Thomas Kingston; Miles Charles 
Krepela; Stuart Elias Krohn; Nathan Krupkin, 
B.A.; Jacob Land(b); J. Paul Laplante, B.A.; 
Edmond C. Laurelli, B.A.; Robert F. Legge: 
Earl E. LeSage, B.A.; Giusto Albin Liva; 
Norman Campbell Lyster; Frank Roy McGregor ; 
Chipman Owens McKay; Stuart Dunean Me- 
Kinnon; Ethel Margaret Maclean, B.A.; John 
Wendell MacLeod, B.Se.(c) ; Nathan Malamud; 
M. Dorothea Mellor, B.Se.; Charles Samuel 
Mirabile(d) ; Maurice N. O’Connor, A.B.; John 
Randolph Osborne; George William K. O’Toole ; 
James Robert Parmley; Robert Stewart Peers, 
A.B.; Paul Stetson Phelps; Martin Joseph 
Poppo, B.Se.; Morton Louis Poyas; F. Stanford 
Pulrang; Roderick Stanley Quackenbush; 
Thomas James Quintin(e); George Harold 
Ramsey; Edward Resnik, A.B.; Rutherford 
David Rodger; Harold Allan Roth; Joseph Eziel 
Rubinstein; Vernon Douglas Schaffner; Frank 
William Schroeder; George Albert. Simpson: 
Frederick MeIver Smith, M.Se.; Saul Solomon, 
3.A.; John Denison Spring, A.B.; Harold 
Strickland, A.B.; Charles Noyes Sullivan, B.Sc. ; 
Clyde Irving Swett; Allen Dorrien Temple; 
Harry Edward Voss; Dorothy Wiselberg, B.A.; 
Samuel Howard Zoll. 


(a) The Lieutenant-Governor’s Silver Medal for 
the highest standing in General Medicine in the final 
year. 

(b) Wood Gold Medal for the best Clinical Examina- 
tions in the subjects of the final year. 

(c) Holmes Gold Medal for the highest aggregate 
in all subjects forming the Medical Curriculum; the 
Alexander D. Stewart Prize for the highest general 
qualifications for the practice of Medicine; third place 
Aggregate Honours in the final year. 


(d) Seeond place Aggregate Honours in the final 
year. 


(e) First place Aggregate Honours in the final year. 
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Information has been received from New 
York that $50,000 has been left to Dr. Wilder 
G. Penfield, Professor of Neurological Surgery 
at McGill, and also who is on the staff of the 
Royal Victoria Hospital, under the will of Mrs. 
Madeleine L. Ottmann. The legacy which will 
be used for neurological research was_ be- 
queathed to Dr. Penfield in gratitude of his 
having performed a successful operation on 
Mrs. Ottmann’s son, who was cured of epilepsy. 
The clause in the will reads: ‘‘To Wilder G. 
Penfield, M.D., of Montreal, the sum of $50,000, 
for neurological research work.’’ Dr. Penfield 
states that the donation would be used as a 
nucleus for a foundation for the study of 
epilepsy. 


Dr. David W. Mackenzie, one of the members 
of the teaching staff of the faculty of medicine 
at McGill, was elected president of the 
American Genito-Urinary Association at its 
annual meeting in Indiana last week, accord- 
ing to an announcement at McGill. Dr. Mac- 
kenzie, who is a native of Prince Edward 
Island, is the first Canadian to hold the post. 
He is Urologist-in-chief of the Royal Victoria 
Hospital and Professor of Urology at MeGill. 


Montreal University 


The following named persons received the 
degree of Doctor of Medicine at the exercises of 
the University of Montreal, held in May, 1930. 

Mlle. Marthe Pelland, summa cum laude; MM. 
Georges Boileau; cum laude; Almanzor Mar- 
solais, cum laude; Rosaire Massé, cum laude. 
Also passed :— 

Lucien Amyot; Jean Beaudin; Lucien Bour- 
gault; Adrien Brunet; Arthur Croisetiére ; Guy 
D’Argeneourt; Roland Déecarie; Lucien Du- 
breuil; Henri Faubert; Armand Frappier; 
Edmour Frenette; Gérard Gaudreault; Hervé 
Gibeault; Charles-Emile Grignon; Joseph- 
Auguste Hébert; Pierre Jodoin; Moses Katz; 
Gaétan Kirkland; André Lafleur; Charles- 
Emile Lafrance ; Louis-Philippe Laporte; Rod- 
rigue Latourelle; Guy Latour; René Leclair; 
Paul Mousseau; Marcel Ostiguy ; Uldérie Pagé; 
Jean Panet-Raymond; Julien Pesant; Panet 
Prendergast ; Joseph-Edouard Riopelle; Louis- 
Philippe Robert; Maurice Roy; Claude Saint- 
Onge; Paul Saint-Onge; Adrien Tremblay; 
Joseph-Arthur Vernier; Ignace-K. Williams. 


PRIZE WINNERS 


Lieutenant-Governor’s Medal, Rosaire Massé; 
Lachapelle Prize, Mile. Marthe Pelland; Hing- 


ston Prize, Mlle. Marthe 
Nadeau Prize, First, Mlle. Marthe Pelland, 
Second, René Leclair; Prize in Pediatries 
offered by the Hopital Ste.-Justine for 1928-29, 


Pelland; Hervé 
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Gérard Gaudrault; Mareoux Prize for 1928-29, 
First, Bernard Paré, Second, Wilbrod Bonin; 
Savings Bank Prize for 1928-29, First, Mlle. 
Marthe Pelland, Second, Rosaire Massé. 


Queen’s University 

The degrees of M.D., C.M., were conferred at 
the convocation on May 7th on the following :-— 

William Campbell Arkinstall, B.A.; Nolan 
Harrington Baird; Robert Randolph Barnes, 
B.A.; Clarence Hartley Berry; Wilfred Ernest 
Blair; Frederick William Bowers; Thomas 
Michael Brown; Loftus Laramour Bryan; 
Clifford Robert Burnfield; William Sinclair 
Campbell; James Victor Alfred Cavanagh; 
Charles Archibald Cleland; James Anthony 
Cummins; William Scott Elliott; William Hut- 
ton English; Karl James Haig; James Boyd 
Hutchison; Joseph Aloysius Kearns; Karl] 
Augustine Kraft; Edward Henry Lossing ; Max- 
well Theodore Macfarland, B.A.; Gordon Bar- 
wick Macpherson; William Daniel McCarthy; 
James Andrew McCullough; John Joseph Mc- 
Grath; Ernest Alexander MeKercher; Kenneth 
Edward MeQueen; William Stevens Millman; 
Charles Dunean Thompson Mundell, B.Com. ; 
William Horace Foster Newman; Robert Thorn- 
ton Percival, B.A.; John Elmer Plunkett ; Harry 
Cameron Robinson; George Beaumont Sexton; 
Murton Rene Shaver, B.A.; Manville William 
Mitchell Sloane ; Carl Smith, B.A.; Isaae Sutton ; 
Stanley M. Trenouth, B.A.; William Wilson 
Wade; Charles Henry Austin Walters; John 
Clinton Whyte; Arthur Donald Wilson, B.A.; 
Egerton Howard Macdougal Young; Ernest Me- 
Martin Young; Donald Herron Young, B.A. 


PRIZE LIST 

The Robert Bruce Scholarship awarded to the 
student making the highest number of marks on 
the regular examinations of the first year. Until 
1948 the award is limited to students of Scottish 
extraction. Value about $75.00. Albert P. 
Asselstine, Fernie, B.C. 

The New York Alumni Association Scholar- 
ship ($50.00) for the highest marks in Embryo- 
logy and Histology of the second year. Honor, 
Philip Bernstein, Cochrane, Ont.; Award, Perry 
E. White, Kingston, Ont. 

A Faculty Scholarship of $50.00 awarded to 
the student making the highest marks on the 
examinations of the second year. Philip Bern- 
stein, Cochrane, Ont. 

The N. F. Dupuis Scholarship ($60.00) for 
the highest marks in Physiological Chemistry 
of the third year. Robert Johnston, Kirkland 
Lake, Ont.; Clifford V. Tisdale, Brockville, Ont. 
(equal). 

The Boak Scholarship of $25.00 awarded to 
the student making the highest marks in the 
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written and oral examinations in Anatomy of 
the third year. William M. Purvis, Mallory- 
town, Ont. 

The Dean Fowler Scholarship ($50.00) for the 
highest marks on the examinations of the fourth 
year. Eldon M. Boyd, M.A., Kingston, Ont. 

A Faculty Scholarship ($50.00) for the high- 
est marks on the examinations of the fifth year. 
John T. Tweddell, Kingston, Ont. 

The David Edward Mundell Scholarship of 
$50.00 awarded to the student making the high- 
est aggregate marks in the Surgical Applied 
Anatomy final examinations of the fifth and 
sixth years. John E. Plunkett, Peterboro, Ont. 

The Sir John C. Schultz Memorial Scholar- 
ship of $100.00 awarded on the combined results 
of the sessional examinations of the fourth and 
fifth years. It is open only to male students of 
British descent, and is awarded when the student 
is in actual attendance in his final year. William 
C. Arkinstall, B.A., Dunvegan, Ont. 

A Prize of $20.00 in gold given by Dr. James 
of Mattawa, for the best examination in final 
year Medicine and Clinical Medicine. Joseph 
A. Kearns, Quyon, Quebee. 

Canadian National Committee for Mental 
Hygiene Scholarship of $50.00, awarded to the 
student making the highest number of marks in 
Psychiatry. John E. Plunkett, Peterboro, Ont. 

A Prize for the best series of Pathological 
Cases given by Dr. James Miller. Murton R. 
Shaver, B.A., Picton, Ont. 

Professor’s Prize in Medicine and Clinical 
Medicine. Karl A. Kraft, Hamilton, Ont. 

Professor’s Prize in Surgery and Clinical 
Surgery. William 8. Millman, Hamilton, Ont. 

Dr. D. T. Smith’s Prize in Pharmacology. 
Eldon M. Boyd, M.A., Kingston, Ont. 

Medal in Medicine. Joseph A. Kearns, Quyon, 
Que. 

Medal in Surgery. Honor, Joseph A. Kearns, 
Quyon, Que.; Award, W. Scott Elliott, Tweed, 
Ont. 

At the Convocation the degree of LL.D. was 
conferred on Dr. James Cameron Connell. Dr. 
Connell was Dean of the Faculty from 1903 to 
1929, and is at present acting as Principal of 
the University. 

The address to the graduating students at the 
Medical Convocation was delivered by Dr. John 
Wyllie, recently appointed from Glasgow to the 
newly established ‘‘ Arthur R. Elliott Chair’’ of 
Preventive Medicine. 


Toronto University 


Medals, prizes, scholarships and fellowships 
in the Faculty of Medicine: The Gold Medal, 
E. H. Bensley, B.A.; the Silver Medals, J. A. 
Dauphinee, Ph.D., F. G. Kergin, B.A.; the 
George Armstrong Peters Prize in Surgery. 
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F. G. Kergin, B.A.; the Reeve Prize, F. F. 
Tisdall, M.D., R. I. Harris, M.C., M.B.: the 
Chappell Prize (Medicine), J. A. Dauphinee, 
Ph.D.; the Charles Mickle Fellowship, W. E. 
Gallie, M.D., F.R.C.S., Eng.; the Ellen Mickle 
Fellowship, J. A. Dauphinee, Ph.D.; the 
Alexander MePhedran Research Fellowship in 
Clinical Medicine, Miss R. K. Haight, M.B.; 
the George Brown Memorial Scholarship in 
Medical Science, G. L. Duff, M.A., M.D.; the 
David Dunlap Memorial Scholarships, Sixth 
Year, W. A. Hawk, Fifth Year, M. H. Book; 
the Baptie Scholarship, 8. F. Penny. There 
were 107 students in the graduating class and 
of these 97 passed in all subjects for the degree 
of M.D. . 


A delightful dinner was held in the Great 
Hall of Hart House, University of Toronto, on 
a recent May evening when a large number of 
colleagues, old students, and friends gathered 
to pay honour to two gentlemen who have for 
so many years played such a vital part in the 
development of their university, Dr. James 
Playfair MeMurrich, Dean of the School of 
Graduate Studies, and Dr. Alexander Primrose, 
the Dean of the Faculty of Medicine. To mark 
the oceasion the two guests of honour were pre- 
sented with their portraits in oil. 

The portrait of Dean MeMurrich was un- 
veiled by Principal Hutton who, in his inimit- 
able manner, delighted his audience with his 
classical tribute, to a man of science, who re- 
presents in himself the ‘‘ humanities’’ in science. 
In aecepting the portrait, an excellent likeness 
by Mr. Kenneth Forbes, Dean MeMurrich made 
humorous reference to the early days at Johns 
Hopkins and Ann Arbour that antedated his 
return to Toronto, his Alma Mater, to succeed 
Dr. Primrose in the Chair of Anatomy, which 
department he so ably directed until his 
activities were concentrated in the develop- 
ment of the graduate school. 

The portrait of Dean Primrose was presented 
on behalf of the committee by Dr. Robert T. 
Noble who, in an apt address, reviewed the 
Dean’s early days at Edinburgh, his work as an 
anatomist in Toronto, and his later success and 
scientific contributions in clinical surgery. His 
deep interest in his chosen profession has been 
evinced by his active participation in the work 
of his local medical society, in the development 
of the Canadian Medical Association, of whose 
Council he has been chairman for some years, 
and in the Conference of Medical Services of 
which he was the first chairman. 

Harking back to those childhood days in 
Pictou, Nova Seotia, when he and ‘‘Dick’’ 
(R.D.) Rudolph played together and attended 
the kirk of Sir Robert Faleoner’s father, Dean 
Primrose reviewed many interesting milestones 
in a crowded and varied life which is still at 
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the zenith of its power and vigour. The 
portrait of Dr. Primrose by Mr. Curtiss 
Williamson depicts exceedingly well, as was 
emphasized by the chairman, Dr. James Mac- 
Callum, the keenness, the vigour, and the 
kindliness of the subject. Both Dr. Primrose 
and Dean MeMurrich presented their portraits 
to the University. In accepting the portraits, 
Sir Robert Falconer paid deep tribute to the 
sterling contributions of these guests of honour. 
Instrumental in effecting this happy gathering 
were, among others, Professor J. C. Watt. Dr. 
R. D. Rudolph, Dr. C. S. Ryerson, and Dr. J. 
M. MacCallum. 


The authorities of the University of Toronto 
are making arrangements for the formal’ 
opening of the Banting Institute on September 
16, 1930. This building provides laboratory, 
teaching and research facilities for the Banting 
and Best Department of Medical Research, the 
departments of Pathology and Bacteriology, 
Pathological Chemistry, Medicine, Surgery, 
Obstetrics and Gynecology and the other 
clinical branches. It has been arranged that 
Lord Moynihan of Leeds will open the building. 
A Special Convoeation will be held and a 
number of honorary degrees conferred. Every 
effort is being put forth to make this occasion 
a memorable one in the history of the Univer- 
Sity. 


Manitoba University 


The following are the results of the final ex- 
aminations in Medicine and the Medical Faculty 
Council have recommended that the students 
named be granted the degree mentioned at the 
regular Convocation. 

For the degree of M.D. Honours—Elinor 
Francis Elizabeth Black; Edmund Henry Bot- 
terell; William George Brock, B.A.; Harry 
Leonard Chapman; William Hemenway Clark; 
Ross Henry Cooper, B.Se.; John Neilson Brown 
Crawford; William Robert Dunlop; Eleanor 
Marjoribanks Fletcher; George Cyril Stevens. 

Pass.—Lloyd Neweomb Beckwith; Harry Ben- 
jamin Wolfe Benaron; Stafford Zimmerman 
Bennett, B.A.; Arthur Robert Birt; Cherry 
Knox Bleeks; Morval Ellis Bristow; Morry 
Brookler, Robert Coates Browne; Norman Cor- 
rigan Cook; George William Cope; Arthur 
Lancelot Cornish; James Barclay Cram; Gerald 
James Creasy; Rudolf Danzinger; David 
Andrew Davidson; John Parkes Ellis, B.A.; 
John Arthur Fowlie; Hugh Stewart Beecher 
Galbraith; Abie Sidney Gelfand; Lionel Gen- 
dreau; Philippe Gendreau; Robert Goodman; 
Victor Basil Goresky ; Alva Horatio Hall; Hazel 
Willard Krause; George Arden Little; Argyle 
MeMurehy; John Elliott Gordon MacKenzie; 
Thomas Franklin Maleolm; Adam Michalski; 
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Frank Herbert Peterson; Max Ben Secter; 
Alexander Crawford Sinclair; Frank Douglas 
Sutherland; James Leslie Thompson; Byron 
Marey Unkauf; Roman’ Bernhard William 
Wengel. 

For the degree of B.Sc. (Med.)—Henry Theo- 
dore Johannes Nylander, M.D. 


MEDALS AND PRIZES 


The Medical Faculty Council has also recom- 
mended that the following be awarded medals 
and prizes. 

Manitoba Medical Alumni Association Meda!, 
awarded to the graduating student obtaining the 
highest standing on the first four years of the 
course. Eleanor Marjoribanks Fletcher. 

University Gold Medal awarded to the gradu- 
ating student obtaining the highest standing at 
the fourth year examination. Edmund Henry 
Botterell. 

Dr. Charlotte W. Ross Gold Medal, awarded 
to the graduating student obtaining the highest 
standing in Obstetrics at the third and fourth 
year examination. Eleanor M. Fletcher. 

Chown Prize, awarded to the graduating stu- 
dent obtaining the highest standing in Medicine 
of the second, third and fourth years. John 
Neilson Brown Crawford. 

Chown Prize, awarded to the graduating stu- 
dent obtaining the highest standing in Surgery 
of the third and fourth years. Edmund Henry 
Botterell. 


Alberta University 


At the Twentieth Annual Convocation of this 
University, held on May 15, 1930, the following 
awards were made in the Faculty of medicine: 

Admitted to the degree of Doctor of Medicine: 
Charlotte Elizabeth Mahaffy; Anna Elizabeth 
Wilson, B.A.; Almer Melvyn Wallace Borrow- 
man; Guy Gage Brearley, B.A.; James Calder; 
Herbert George Claxton, B.A.; Wallace Murray 
Foster; Claude Greenberg; Fergus Dunean 
Johnston, B.A.; Gordon Charles Johnston, B.A. ; 
John McKay Large, B.Se.; Harry Raymond 
Lobell; John Watt Macgregor, B.A.; Thomas 
Keith MacLean; Clifford Humphrey Skitch, 
B.A.; Clive Wilson Stephens; William Lyall 
Valens; Arthur Earl Walker, B.A.; Ernest Hay 
Watts, B.A.; Frederick Edward Werthenbach. 


NorMAL BLOOD PRESSURE IN ESSENTIAL HyPEr- 
TENSION.—The instability of the blood pressure in 
essential hypertension will often lead to normal readings 
of the blood pressure if the patient sits quiet for from 
five to twenty minutes. This occurs even in patients 
with widespread vascular changes. David Ayman asserts 
that 56 per cent of seventy-six unselected, untreated 


University NOTES 99 


The Moshier Memorial 
Gordon Charles Johnston. 

Scholarships in the Faculty of Medicine of- 
fered by the College of Physicians and Surgeons 
of the Province of Alberta. Final year—Sur- 
gery, Anna Wilson and Frederick Werthenbach 
(equal). Medicine, Arthur Ear! Walker. 

Every student in the final year in the Faculty 
of Medicine in the Alberta University was 
successful in passing the examinations this year. 


Medal in Medicine. 


Cambridge University 


Right Hon. Stanley Baldwin, former Premier 
of Great Britain, was installed as Chancellor of 
Cambridge University in succession to Lord 
Balfour, on June 5th. 

With all the pageantry associated with the 
historic occasion, the ceremony took place in 
the university senate house. 

Charles G. Dawes, the United States Am- 
bassador, and Sir John Rose Bradford, F.R.S., 
President of the Royal College of Physicians 
of London were two of several distinguished 
persons to receive the honorary degree of 
doctor of laws. 

Mr. Baldwin announced that a gift of £700,- 
000 ($3,500,000) from the Rockefeller Founda- 
tion had been made available that day through 
completion of the collection of £470,000, which 
had been made the condition of the gift. 

“It is my happy duty,’’ said Chancellor 
Baldwin, ‘‘to announce that I am to eable to 
the Rockefeller Foundation that Cambridge 
University can now fulfill the condition imposed 
by the munificent offer of the foundation.’’ 


Manchester University 


From May 22nd to 24th this university 


celebrated the eightieth anniversary of its 
foundation as Owens College and the jubilee of 
its foundation as the Victoria University of 
Manchester. On May 23rd honorary degrees 
were conferred, amongst others, on Dr. J. 
Lorrain Smith, F.R.S., professor of pathology 
in the University of Edinburgh, who has for 
several years been professor of that subject at 
Manchester. 


eases exhibited this finding. The paradoxie statement 
that the disease hypertension may exist with normal 
blood pressure appears to be justified. There is a wide 
range of circumstances tending to lower an elevated 
blood pressure. Certain anamnestic facts should 
especially lead to repeated blood pressure determina- 
tions.—J. Am. M. Ass. 94; 1214, April 19, 1930. 





THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


[July 1930 


Topics of Current Fnterest 


The Selection of Drugs in Hospitals 


The hospital, as one factor in medical educa- 
tion, should afford unusual opportunities for 
enhancing rational drug therapy. There par- 
ticularly may products be submitted to critical 
inspection. As Sollmann so pointedly re- 
marked at the recent Congress on Medical 
Edueation, the ‘‘evaluation of therapeutic 
remedies is not usually among the features to 
which hospital authorities point with just pride 
of achievement.’’ The hospital drug room, 
which reflects directly the medicinal requests of 
the staff, has hardly kept pace with the 
modernization of other departments of the 
hospital. As for proprietary medicines, the 
shelves often remind one of what Irons aptly 
terms the ‘‘chain drug-soda-fountain-lunch- 
room.’’ In most medical colleges today, the 
student receives good courses in pharmacology, 
materia medica and therapeutics. He is 
taught about pharmacopeial drugs. The fal- 
lacies of shotgun prescriptions are frequently 
emphasized. More than five thousand copies 
of New and Nonofficial Remedies are used 
annually by class A colleges in order that 


medical students may know what nonofficial 


remedies are worth while. Although pro- 
prietaryism has at times imposed evils on the 
profession, sight must not be lost of the fact 
that progress in drug therapy is rapid and that 
the physician must use the new drugs, which 
most frequently are proprietary. The really 
valuable products are introduced only after 
critical examination and are sold in accor- 
dance with the procedure established by the 
Council on Pharmacy and Chemistry. Thus 
the medical graduate may exercise, if he will, 
good judgment in the matter of selection of 
drugs. 

Unfortunately, progressive ‘‘teaching”’ 
methods are not earried out in the hospital 
where the graduate is an interne. Not infre- 
quently, irrational fixed prescriptions are 
written by the ‘‘chief’’ of a service, who in 
turn may have had them bestowed on him when 
he was an interne. The staff physician may 
carelessly prescribe a drug under a name he 
remembers best. Frequently drugs continue 
to be prescribed under their proprietary names 
long after pharmacopeial preparations have 
become available. Thus the official drug 
methenamine may be ordered by one of its 
aliases—also more costly—such as urotropin or 
formin. 

Competition introduces other evils. Each 
pharmaceutic house, for instance, has an 
hypnotie of the barbital series; about fifteen 


are on the American market. These hypnotics 
in general differ little in therapeutic effect but 
add materially to the hospital drug list and 
expense. They also cause the prescribing 
physician or interne to lose sight of the official, 
nonproprietary barbital or phenobarbital. In- 
ternes are likely also to acquire such habits of 
prescribing from attending men. 

Many of these objectionable drug practices 
were emphasized recently by E. E. Irons. One 
of the suggestions which he offered to mitigate 
the bad habits of proprietary prescribing in 
hospitals is the issuance of a hospital manual. 
This, he believes, should contain hospital rules 
and a formulary, suitably intereleaved for the 
insertion of special rules and formulas of merit 
desired by individual hospitals—Edit. J. Am. 
M. Ass. 94: 1764, March 31, 1930. 


Ethylene Anesthesia 


The acceptance of ethylene as an anesthetic 
has been far wider in the United States and in 
Canada than in Great Britain. A questionnaire 
recently circulated to hospitals in America 
elicited replies relating to 332,721 administra- 
tions of the gas. This popularity may perhaps 
follow naturally the fact that the modern use of 
ethylene was initiated in Chicago. The gas had 
been tried as long ago as the middle of last 
century by Dr. Thomas Nunnely, of Leeds, but 
it had never come into general use, partly 
no doubt, through chemical difficulties in prep- 
aration. The reason why it is not very fre- 
quently used in England appears to be mainly 
that its advantages over nitrous oxide are so 
slight when the latter is given in the manner now 
made possible by the evolution of efficient and 
easily controlled machines. Ethylene is a little 
the more potent of the two gases, and has 
superior relaxing powers. This slight advan- 
tage, however, hardly seems to weigh against 
nitrous oxide used with judicious addition of 
small amounts of ether. That, at any rate, was 
the conclusion we arrived at after listening to 
the discussion which followed Mr. R. J. Clausen’s 
paper at the Royal Society of Medicine and to 
that excellent paper itself. Mr. Clausen was an 
enthusiastic but judicious advocate of ethylene 
after the experience of 371 cases. He had ad- 
ministered the gas for as long as 2 hours and 25 
minutes in one case. The main objection to 
ethylene in the minds of many is its highly 
offensive smell. Mr. Clausen meets this by con- 
ducting away the patients’ expirations through 
a length of rubber tubing which terminates 
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either at the edge of the theatre or actually out- 
side it. Apparently about 50 gallons of the gas 
are needed per hour, and in abdominal cases it 
is almost, always necessary to use some ether to 
obtain due relaxation. The risk of explosion does 
not appear to be so formidable a bogy here as in 
America. The questionaire referred to above 
revealed ten instances of explosion, involving 
three minor injuries, four destructions of equip- 
ment, and one death.—The Lancet 1: 1027, May 
10, 1930. 


Broken Hypodermic Needles 


During the past few years the London and 
Counties Medical Protection Society has had 
many applications from members for advice and 
assistance in cases of hypodermic needles break- 
ing during the administration of local anes- 
theties, and claims for damages for negligence 
are often subsequently made. In view of this 
the Council of the Society, after consulting with 
expert metallurgists, thinks it desirable that 
recommendations concerning the use of hypo- 
dermie needles should be circulated so as to 
lessen the incidence of this accident, or, should 
it oceur, to give good ground for successfully 
contesting any claims arising therefrom. It is 


very difficult to detect a flaw (apart from too 
hard tempering) in any given needle, and in 


order to collect useful evidence on this matter 
the Society makes certain recommendations: A 
new needle should be used for every case. 
Needles should never be flamed in order to 
sterilize them, as the temper may be profoundly 
altered by this action and the needle rendered 
very brittle. Since needles nearly always break 
at the point of entry into the holder, a short 
holder should be used, so that if fracture should 
oceur at this point a large portion of needle will 
remain in the tissues and so be the more readily 
found and removed. Needles should not be kept 
in watery sterilizing solutions as, unless they are 
of stainless steel, they may be corroded and 
weakened, even though such damage may not be 
visible to the naked eye. When a needle does 
fracture the Society asks to be advised immedi- 
ately whether a claim is made or not. In such 
eases the make of the needle should be given, 
and when possible both portions of the broken 
needle should be sent to the secretary of the 
Society. Any untoward experiences obtained in 
practice with any make of needle should be 
given. In the event of more than one breakage, 
not only should the two portions of the broken 
needles be forwarded, but also the remaining 
contents of that tube of needles. Owing to the 
difficulty of tempering so small an article as a 
carbon steel needle to the exact degree required, 
the Society considers that an unnecessary risk 
is being taken in using them. Better and more 
constant: results are obtainable from needles 
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made of alloy (such as stainless steel) which are, 
generally speaking, far more flexible than those 
made of carbon steel—The Lancet 1: 1083, 1930 


Direct Versus Indirect Lighting 


A recent Home Office pamphlet gives a use- 
ful summary of the relative advantages and 
disadvantages from the industrial point of 
view of alternative methods of artificial light- 
ing. One of the main essentials to a good 
system is the prevention of glare. This term is 
used to cover either one of the following 
phenomena: (1) the temporary dazzle caused 
by looking directly at a bright source of light 
such as an are lamp, so that the worker is for 
the time being prevented from seeing other 
objects properly; (2) the effect produced by 
the presence of one or more bright sources of 
light towards the edge of the field of vision so 
that the rays enter the eye obliquely from 
them—this is prejudicial to the vision of 
objects in the more central part of the field 
even though the rays from the sourees of bright 
light may never fall on the macular region; 
(3) the effect which is produced when the 
surface of cloth, metal, paper, or other material 
being worked upon is shiny or polished and 
reflects light directly into the eyes of the 
worker. The reflection of light from the glass 
of a glazed picture is a familiar example of the 
same thing. The first two forms of glare can 
be avoided either by the proper shading of the 
source of light or by fixing them at a sufficient 
height above the worker. The third, which is 
liable to be troublesome when the working 
material is polished, may be remedied either 
by the suitable adjustment of the source of 
light in relation to the eyes of the worker, or 
by employing diffused light—+.e., light reflected 
from a large surface such as a ceiling or wall. 
This indirect method of lighting has the further 
advantage of reducing to a minimum the 
shadows which are specially prejudicial to cer- 
tain kinds of work—e.g., that of the compositor. 
On the other hand, indirect lighting is less 
economical than direct. In some instances it 
may even be that the production of shadows 
is an advantage. The perception of detail in 
certain classes of material depends on the econ- 
trast produced by miniature shadows on the 
surface—e.g., a uniformly coloured ecard with 
embossed design, or a self-coloured textile 
material in which miniature furrows lie in 
shadows cast by miniature ridges. On such 
material it was found that for comfortable 
working a higher illumination was required 
with indirect than with direct lighting. For 
the combination of efficiency with economy the 
pamphlet emphasizes the importance of fitting 
the method of illumination to the particular 
purpose which it is meant to serve. For some 
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sorts of work direct lighting under suitable 
precautions may be recommended, for others 
indirect lighting —The Lancet 1: 474, March 1, 
1930, 


Hospital Stamps 


The recent appeal for foreign postage stamps 
to be sold in aid of Charing Cross Hospital 
recalls the part philately has played in assist- 
ing other medical causes. There have been 
many special issues of stamps sold for the 
benefit of charity at a price above their face 
value. Thuis as long ago as 1897 New South 
Wales and Victoria both issued two special 
postage stamps which although possessing 
franking powers of only 1d. and 2%d. were 
sold for 1s. and 2s. 6d., the difference going 
towards a home for consumptives. Many of 
the smaller British colonies, such as the 
Bahamas, Jamaica, and Trinidad, have either 
had Red Cross stamps or have issued semi- 
official labels. A unique method of collecting 
funds was adopted by South Africa in 1918, 
when for two months special aeroplane flights 
were made round the Cape of Good Hope and 
in the Transvaal, souvenir cards being sold at 
6d. each, bearing the inscription ‘‘By Aerial 
Post—make your Sixpence Fly.’’ 

It is, however, in foreign countries that we 
find more elaborate methods to assist the Red 
Cross cause. In Belgium in 1914 a handsome 
set of postage stamps was placed on sale at 
Antwerp; but they had only a brief existence, 
for they appeared but two days before the 
German occupation. In 1928 a complete set of 
pictorial stamps bearing views of the Belgian 
Cathedrals was issued in that country for the 
benefit of the Anti-Tuberculosis Fund. Apart 
from producing several charity stamps, France 
has lately recognized bacteriology by putting 
the portrait of Pasteur on a number of her 
recent issues.—Letter of Mr. A. G. Galloway in 
The Lancet 1: 1108, 1930. 


Growth and Movement of Plants 


Sir J. C. Bose’s work on the Motor Mechan- 
ism of Plants, which was reviewed in our issue 
of July 13, 1929, has been followed by an 
equally interesting work on the Growth and 
Trophic Movements of Plants. As in the 
previous work, one cannot but admire the 
delicacy of the author’s experimental methods, 
which have enabled him, for example, to 
measure the amount of growth exhibited by a 
plant in the course of a few seconds. The new 
book is a veritable budget of fresh facts and 
new ideas. In regard both to the elementary 
phenomena of growth and to the modifications 
of its direction under varying conditions, 
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which are included under the term ‘‘tropisms,’’ 
the author has established the fact that, what- 
ever stimulus may be applied, the nature of 
the response is invariable. It has hitherto been 
supposed that plants exhibit specifie irri- 
tabilities; it is now shown that whether the 
stimulus be that of gravity, radiation within 
or beyond the visible spectrum, electricity or 
mechanical irritation, there is but one irrita- 
bility of the growing organism, which responds 
to all in essentially the same manner. This is 
the main general conclusion of the author’s 
work; but special points of interest, too 
numerous to mention, are to be found seattered 
through the book. For example, proof has 
been given that in the upward bending of 
plants under the influence of gravity, the force 
is exerted from above down on the upper con- 
cave aspect of the stem; and by means of a 
fine electric probe the sensitive layer which 
brings about the change of direction has been 
identified as that composed of statocysts or 
cells containing large starch grains. These 
observations support the theory that the weight 
of the starch grains is the stimulus to the 
geotropism. Very suggestive, also, is the in- 
cidental observation that certain cells become 
specially adapted for the transmission of light 
stimuli, by acquiring the shape of a lens. 

In his preface the author justly remarks that 
preconceived bias has to yield to unimpeach- 
able fact. Growth being associated, in the 
mind of a pathologist, with cell proliferation, 
one would suppose that under constant and 
uniform conditions cell proliferation would 
proceed uniformly, and the resulting increase 
would be represented by a straight line. The 
author has shown, however, that this is not so 
in the case of plants. The increase here is 
rhythmical; there is first a somewhat rapid 
elongation, slowing down at the acme and 
terminating in a partial return towards the 
original length. There appear, therefore, to be 
two phases—an elongation alternating with a 
shortening, the former being the greater, with 
an increase in length as the net result. Doubt- 
less the author will in due time turn his atten- 
tion to the conditions influencing cell prolifera- 
tion, with results, let us hope, which may assist 
the pathologist in unravelling the subtleties of 
tumour formation.—Brit. M. J. 1: 785, April 26, 
1930. 


The Peking Skull 


I am able to send you the photograph of the 
wonderful skull of the fossil man of Peking, 
which was shown at the meeting of the Geologi- 
eal Society of China on March 29, an account of 
which was cabled by the Peking Correspondent 
of The Times. 

The documents which have just arrived are 
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an amazing revelation. The skull found at 
Choukoutien on December 2 is the most impres- 
sive, and probably the most, important, contribu- 
tion to our knowledge of early Pleistocene Man 
that has yet been made. 


From time to time during the last three years 
reports have been issued in the scientific and 
public press of the progress of the recovery of 
fragments of a new member of the human 
family, to which nearly three years ago the dis- 
tinguishing name Sinanthropus was given. The 
discovery, in November, 1928, of fragments of 
two jaws revealing features which hitherto were 
unknown in any other member of the human 
family except the Piltdown Man suggested the 
idea that. there had been fond in the extreme 
east of the great Eur-Asiatic continent a type of 
early Pleistocene Man akin to his contemporary 
in the extreme west of that great land mass. 
Some support was given to this idea by the fact 
that the jaws were associated with fragments of 
a brain-case which obviously was roomier than 
that of the earliest and most primitive remains 
of man so far discovered, the Pleistocene fossil 
from Java, Pithecanthropus, which was found 
39 years ago. The relative thinness of the skull 


found in China, however, suggested that there 
was a profound difference between the Piltdown 
Man and the Man of Peking. 


The discovery last December of an almost com- 
plete brain-case of Sinanthropus, an event which 
is unique in the history of these researches in 
paleontology, showed at once that the fossil man 
of Peking differed far more from the Piltdown 
Man than had previously been suspected. It 
revealed a form so closely resembling Pithec- 
anthropus as to suggest the possibility that after 
all the newly discovered fossil from China might 
be simply another member of that genus. 


The newly discovered fossil was embedded in 
very hard stone (travertine), and the laborious 
process of clearing it from this matrix has re- 
quired great patience and skill. The Times 
Correspondent reported the official statement 
given at the annual meeting of the Geograph- 
ical Society of China on March 29, and an- 
nounced that Professor Davidson Black had suc- 
ceeded in the difficult task of freeing the interest- 
ing fossil from its stony matrix. With the pub- 
lished copies of the preliminary notice of this 
skull by Professor Davidson Black, as well as the 
report by Father Teilhard de Chardin and Mr. 
C. C. Young on the fossils found in association 
with the skull at Choukoutien, there has come 
from Dr. Davidson Black a photograph taken 


atter the public report was issued showing this 
unique skull completely free from its investment. 

Now that the skull is cleared, there is revealed 
for the first time the whole brain-case of an 
early Pleistocene Man. This thrilling experience 
provides us with much more definite information 
concerning the type of one of our remote an- 
eestors than most of us dared hope ever to 
obtain. The whole architecture of the part of 
the skull surrounding the ear differs profoundly 
from the most. primitive human condition hither- 
to known—namely, that revealed in the Piltdown 
skull. In Sinanthropus we have a condition of 
affairs which much more closely resembles that 
found in the gorilla and the chimpanzee than 
in any known human skull. The evidence pro- 
vided by this skull, in fact, adds yet one more 
very emphatic demonstration of the close affinity 
of the human family to the African anthropoid 
apes. 

The clearing of the skull also enables us to 
correct certain misconceptions which arose from 
the incomplete evidence we had last year. The 
brain-case is very much thinner than that of the 
Piltdown Man. The recovery of the complete 
skull of Sinanthropus shows that the thickness 
of the skull varies in different regions, but it is 
definitely thicker than that of modern man, al- 
though it does not attain the phenomenal thick- 
ness of the skull of the Piltdown Man. 

To sum up the evidence revealed by this most 
startling discovery in the whole history of 
human paleontology, we can say that, while 
Peking Man presents features analogous to those 
of Pithecanthropus and Neanderthal Man, he 
belongs to a genus which is definitely distinct 
from both, but. approximates more nearly to his 
Javan contemporary Pithecanthropus than to 
his relatively recent successor Neanderthal Man. 
His brain-case is definitely bigger than that of 
Pithecanthropus, but the features of the base of 
the skull (which unfortunately are unknown in 
the case of Pithecanthropus) display startlingly 
simian characters which suggest a close affinity 
between the most primitive members of the 
human family and the anthropoid apes of 
Africa. 

Dr. Davidson Black is to be congratulated on 
the skill and insight he has shown in taking ad- 
vantage of his great opportunity. The detailed 
investigation of the fossil will be awaited with 
particular interest because it promises to shed 
a brilliant ray of light upon the nature of our 
earliest human ancestry.—Letter of Prof. G. 
Elliot-Smith in The Weekly Times, April 24, 
1930. 
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Special Correspondence 


The London Letter 
(From our own correspondent) 

One of the points about the proposals for a 
**Medical Service for the Nation’’ discussed in 
the last of these letters was that the present. 
scheme of National Health Insurance should 
serve as a basis from which the necessary exten- 
sions could be made. It is, therefore, particu- 
larly disquieting to learn from a report by the 
Government actuary, and, more forcibly, from a 
debate in Parliament that things are not at all 
well in the insurance world. The actuarial in- 
vestigation shows that there has been a steady 
growth in the number of persons claiming sick- 
ness benefit, especially for claims of short dura- 
tion, and it is feared that many societies will 
show a deficit at the quinquennial valuation now 
in progress. The Minister of Health has prom- 
ised an investigation into the whole matter, and 
meanwhile certain possible causes for the situa- 
tion are being discussed in political and medical 
quarters. Unemployment and industrial unrest 
are blamed in part, not only for their direct 
effect on health but also because a sick person 
may easily lose his or her job and if the doctor 


stops his certificates it means great financial loss 


to the worker. Consequently undue pressure is 
brought to bear upon the profession, not. only 
on sentimental grounds but also because a prac- 
titioner who takes a firm stand finds that. he loses 
the insured person by transfer to another prac- 
titioner. Many hard things were said about the 
profession in the Parliamentary debate, but 
critical investigation suggests that local agents 
and canvassers of the insurance societies require 
a close scrutiny and, further, the whole basis of 
the Insurance Acts may quite well be wrong, 
both actuarially and in point of practical ap- 
plication. The Ministry’s investigation will be 
welcomed by the profession, and meanwhile all 
doctors, whether panel practitioners or not, 
might well study a most instructive article ‘‘On 
signing your name’’, by the Chairman of the 
London Insurance Committee, Mr. T. B. 
Laugton, appearing in one of last month’s 
Lancets. 

Delegates from all parts of the British Empire 
have recently been meeting in London to discuss 
the peace-time activities of the Red Cross Soci- 
eties. The English-speaking nations, and more 
particularly the British Empire, have perfected 
the method of co-operation between voluntary 
organizations and the state in matters of health, 
and Lord Passfield described such activities as 
‘‘indispensable in every civilized community,’’ 
which from a high-priest of socialism is indeed 
high praise. The present conference dealt in 


sub-committees with many important. problems. 
Peace-time disaster relief work was particularly 
studied and measures to organize plans of action 
for emergency relief according to local condi- 
tions were discussed. The whole work of health 
propaganda is obviously one where Red Cross 
Societies can be of great service, by developing 
educative measures to interpret. the latest dis- 
coveries of medical science in order to promote 
health and prevent disease in every section of 
the community. Economic and social conditions 
in so far as they affect the health of nations are 
also eminently suitable for consideration by 
voluntary societies and there again the Red Cross 
has a big field in which to work. All these 
somewhat vague but ambitious proposals will be 
considered closely by the National Societies in 
the near future and when the next Conference 
meets in five years’ time it is hoped that much 
progress will be reported. 

Two recent trials concerned with unquali- 
fied treatment of cancer have focussed public 
attention once again on the whole question of 
patent medicines. In one of these a herbalist 
was found guilty of manslaughter for ‘‘treat- 
ing’’ a patient for cancer while in the second, 
although the jury disagreed, it was obvious 
from judicial comments that the methods of the 
‘*quack’’ were scandalous in every sort of way. 
In this latter case the so-called cure had been 
investigated by the Cancer Committee of the 
Ministry of Health and found worthless. 
Parallel with the trial of these cases has been 
an open discussion of quite a different aspect 
of present-day medicine—namely the whole 
problem of the ethics of the patenting of pro- 
cesses for the production of substances and 
devices used in the diagnosis, prevention and 
treatment of disease. In 1929 the Council of 
the British Medical Association decided that it 
was ethically undesirable that a medical man 
should derive financial benefit from the sale or 
rights in such processes but workers in otiver 
countries have not followed this high ideai, 
with the result that medical research here is 
actually hampered by patents taken out abroad. 
At present the matter is being discussed and 
some decision may be reached. It it salutary 
in view of the mud thrown at our profession 
over the insurance troubles to reflect on the 
disinterestedness shown concerning medical 
discoveries by doctors as compared with the 
behaviour of the two unqualified men recently 
in the law courts. 

ALAN MONCRIEFF- 


1 Queen Anne St., London, W.1. 
June, 1930. 
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The Edinburgh Letter 
(From our own correspondent) ; 

It is an interesting sidelight into the post- 
war mentality that the Local Government 
(Scotland) Act 1929 which came into operation 
on May 16th should have aroused so little com- 
ment. This Act, involving as it does the dis- 
appearance of the Poor Law and the abolition 
of the Parish Councils, is one of the most 
revolutionary measures ever introduced. No 
change so important has taken place since the 
Burgh Reform Act in 1833. So drastic an in- 
novation might have been expected to arouse 
misgivings, if not open hostility, yet the new 
order is eommencing its activities in an atmos- 
phere of resignation which amounts almost to 
indifference. This is the more remarkable as 
nearly 1,100 local government officials in addi- 
tion to a host of voluntary workers have been 
displaced under the provisions of the statute. 
Until the new act came into force there were 
1,340 local government authorities or bodies in 
Scotland, including 201 Town Councils and 33 
County Councils. Eight hundred and sixty- 
nine Parish Councils, each with its own Inspec- 
tcr of Poor, have now ceased to exist. The 
final curtain has been rung down on District 
Boards of Control and all Education Author- 
ities. In future the powers formerly exercised 


by these bodies will be vested in the 31 County 


Councils and in the Councils of the 24 larger 
Burghs, which have populations of more than 
20,000 inhabitants. Thus there will be one 
budget for the whole local government of a 
County or Burgh, and this budget will be sub- 
ject to control and scrutiny in a way that has 
hitherto been impossible. The medical func- 
tions of the Parish Councils are now trans- 
ferred to the Public Health Committees of 
Town and County Councils. It was always a 
defect of the Poor Law that the poorhouses 
contained a varied collection of mentally de- 
ranged, mentally defective, infirm, physically 
sick and aged, as well as entirely healthy 
persons. These will be properly classified and 
will receive appropriate treatment. Such 
persons as require medical treatment will be 
treated in future, not as paupers but as sick 
persons ,while the able-bodied unemployed will 
be isolated as a separate problem by themselves. 
Many poorhouses will now become county or 
municipal hospitals and treatment in these 
institutions will no longer be regarded as 
carrying with it the underlying stigma of 
pauperisation. 

To fill the vacancy caused by the death of the 
Earl of Balfour, the late Chancellor of Edin- 
burgh University, three names have been brought 
forward. Lord Linlithgow was originally 
chosen by a Committee of the General Council 
of the University appointed to consider nomina- 
tions. At a meeting of the General Council 


two other names were submitted: Sir James 
Barrie, O.M., the distinguished author of Peter 
Pan, and Lord Maemillan. Lord Maemillan 
who is a lawyer of great distinction and who 
presided over the Royal Commission on Lunacy 
and Mental Disorders has withdrawn from the 
contest. In England the Chaneellor of a 
University is an official of medieval origin. 
The appointment was originally made by the 
popes, and the office from the first was one of 
great dignity and formerly of great power. 
In Edinburgh the post of Chancellor is a com- 
paratively recent creation. In the long history 
of the University only three people have held 
this office. In 1859 Lord Brougham defeated 
the Duke of Buccleuch; in 1868 Lord-President 
Inglis was successful over Mr. Gladstone; and 
in 1891 the Earl of Balfour was elected un- 
opposed. 

Professor Ashley Macintosh has resigned from 
the Regius Chair of Medicine of Aberdeen Uni- 
versity. This Chair is of great historic interest 
as being the oldest foundation for the teaching 
of medicine in Great Britain. King’s College, 
Aberdeen, was established in 1500, and one pro- 
fessor known as the Mediciner is believed to have 
been appointed in 1501, the first incumbent of 
a continuous line in this chair. In Edinburgh 
there was some medical teaching at that early 
date and the Barber Surgeons obtained a charter 
from the Town Council in 1505, but, the Chair 
of Medicine was not founded in the ‘‘Town’s 
College’’ until 1685. In Cambridge a professor- 
ship was created in 1540, Oxford followed in 
1546 and Glasgow in 1687. Among those who 
held the appointment of Mediciner were four of 
the name of Gregory, a family which provided 
Aberdeen with no fewer than sixteen professors 
in various faculties. John, the third of the 
Gregorys to hold the post of Mediciner, eventu- 
ally settled in Edinburgh. There he was ap- 
pointed to the Chair of Medicine in succession 
to Robert Whytt. He was followed by the illus- 
trious William Cullen, who was in turn suc- 
ceeded by James Gregory the distinguished son 
of the former professor. James Gregory’s name 
is still held in execration by the children of 
Scotland as the inventor of Gregory’s Powder 
(Pulv. Rhei. Co.) The Gregorys and the Mac- 
gregors belonged to the same family, and the 
redoutable Rob Roy was a cousin of John 
Gregory. In former days several Aberdonians 
had reputations as teachers beyond their own 
city. Robert Straloch taught medicine in Paris, 
and Gilbert Jack taught at Leyden. To fill the 
vacaney caused by the resignation of Professor 
Macintosh, Dr. L. S. P. Davidson, F.R.C.P.E., 
has been appointed. He is an Assistant-Physi- 
cian in the Royal Infirmary and for the last two 
years has been Lecturer in Systematic and Clin- 
ical Medicine in the University of Edinburgh. 
At the same time he has been working at re- 
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search, under a grant from the Medical Research 
Council. A few months ago he published along 
with Professor Gulland a book on pernicious 
anemia. 

Dr. C. G. Lambie, F.R.C.P.E., who was re- 
cently appointed to the Chair of Medicine in 
the University of Sydney, N.S.W., and Dr. L. 
S. P. Davidson the new Aberdeen Professor were 
entertained to dinner by the members of the 
Medical Journal Clubs, before leaving Edin- 
burgh to take up their appointments. 

Dr. Hedley Dunean Wright, M.R.C.P.E., has 
been appointed to the Chair of Bacteriology, in 
the University of Sydney, N.S.W., Dr. Wright 
is a graduate in both medicine and science of 
Edinburgh University. He is at present Lec- 
turer in Bacteriology at University College Hos- 
pital. 

Dr. H. Whitridge Davies has been appointed 
Professor of Physiology in the University of 
Sydney. Dr. Davies worked formerly in the 
Department of Therapeutics in the University 
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of Edinburgh, carrying out research work 
under Prof. Jonathan C. Meakins. He won the 
Parkin Prize at the Royal College of Physi- 
cians in 1929. 

An appeal is to be made to the public for 
the sum of half a million pounds to be devoted 
to the extension of the Royal Infirmary. The 
main object for which this appeal is to be 
launched is the building of a hostel for nurses, 
and three additional wards, one of them for 
midwifery. An Executive Committee with a 
membership of about forty has been appointed, 
and offices are being acquired for the organiza- 
tion of the fund. The appeal is not to be 
limited to Edinburgh. In view of the extent 
of country from which the Infirmary draws its 
patients opportunity will be given for the 
whole of Scotland and the north of England to 
subseribe. 


GEORGE GIBSON 


23 Cluny Terrace, Edinburgh 


Hbstracts from Current Literature 


MEDICINE 


Electrocardiographic Changes in quiescent 
Rheumatic Heart Disease in Children and 
Young Adults. Shapiro, M. J., Am. Heart 
J. 5: 504, April 1930. 


This study was made on 119 children who 
had suffered from some form of rheumatic in- 
fection but had recovered and were weil 
enough to attend school regularly. Another 
group of 50 normal, non-rheumatic, ehildren 
was observed as a control. Many of the electro- 
cardiograms in the first group showed changes 
similar to those observed during active rheu- 
matism, but these changes occurred less fre- 
quently than during the active stage. In the 
control group the tracings did not vary. The 
most common and most persistent findings were 
the lack of iso-electrie period between the R or 
S wave and the T wave, and the variation in 
the R-T or 8-T interval from time to time. 

H. N. SEGALL 


The Clinical Syndrome of Hyperparathyroid- 


ism. Barr, D. P., and Bulger, H. A., Am. J. 
M. Sc. 179: 449, 1930. 


The authors draw attention to the frequent 
occurrence of osteitis fibrosa cystica with hyper- 
parathyroidism resulting from hypertrophy or 
tumour of the parathyroid glands. They believe 
that this combination represents a distinct clini- 
cal syndrome, the bony changes being secondary 
to the abnormal activity of these glands. In- 
stances of this disease invariably present them- 


selves because of weakness and symptoms reter- 
able to the fibrocystic condition of the bones, 
such as loosening of the teeth, or pains in the 
extremities or back. Examination frequently re- 
veals marked hypotonia, decreased excitability 
ot the muscles, multiple areas of rarefaction in 
the bones, and a small tumour mass in the region 
of one or other parathyroid gland. In addition 
to the bony changes the x-ray will often demon- 
strate the deposition of calcium in _ lungs, 
kidneys, arteries and other organs. Laboratory 
features include a marked increase in the serum 
calcium (16 to 18 mgm. per cent), hypophos- 
phatemia, increased excretion of calcium in the 
urine, and a negative calcium balance. The 
treatment consists in the surgical removal of the 
parathyroid tumour. Immediately after the 
operation there is a particular tendency to 
tetany, which must be controlled with para- 
thormone extract and a high calcium diet. In 
very severe cases calcium chloride has been given 
intravenously. 

Barr and Bulger’s theory of the etiology of 
the syndrome is that the hyperactivity of the 
parathyroid (whether tumour or hypertrophy) 
mobilizes calcium from the bones into the blood 
stream, from which it is exereted in the urine, 
or deposited in the various tissues of the body. 
It is of interest that in experimental hyper- 
caleemia in animals myotonia and deposition of 
calcium in the tissues are prominent features. 
With respect to the tetany following operation, 
the authors suggest that the rapid drop of the 
blood calcium to abnormally low levels may be 
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due to the avidity of the bones for this substance. 
The authors urge that every case of osteitis 
fibrosa cystica be investigated for hypercaleemia 
and enlargement of the parathyroid glands. 
Five cases of the disease are reported, three of 
which were operated upon with improvement. 
E. S. MILLS 


The Absorption of Glucose per Rectum. Press- 
man, J. L., Am. J. M. Sc. 179: 520, 1930. 


In this investigation seven fasting patients 
were given 80 grams of glucose by rectum, and 
on the following day an equal amount by mouth. 
When the glucose was given by mouth the 
average rise in the blood sugar was 65 mg. per 
cent. When the glucose was given by rectum a 
drop in the blood sugar of 14 mg. per cent 
followed. Examinations of the stools showed 
that from one-quarter to one-half of the glucose 
instilled into the rectum was excreted with the 
stool at the end of four hours. Incubation of 
glucose with the stool at the body temperature 
for a period of seven hours resulted in fermen- 
tation of practically all the sugar. The author 
concludes that glucose instilled into the rectum 
either undergoes fermentation there or is ex- 
creted with the stool. There is not sufficient 
glucose absorbed to produce any rise in the 
blood sugar. E. 8. MILLs 


Gonorrheeal Endocarditis with Recovery. Perry, 
M. W., Am. J. M. Sc. 179: 599, 1930. 


Perry reports the case of a clerk, of 22 years, 
who developed fever, prostration, chills, and an 
endocarditis three months after a gonorrheal 
urethritis. There was no rheumatic history and 


on a previous examination the heart showed’ 


nothing remarkable. The first chill occurred 
seven days after the onset of the illness, while 
a systolic murmur at the pulmonic area was 
first heard on the 12th day. Two days later the 
systolic murmur was replaced by a soft diastolic 
at the same location. This diastolic murmur in- 
creased in intensity and entirely filled the dia- 
stolic phase. There was no capillary pulse nor 
lowering of the diastolic blood pressure to 
suggest aortic involvement. On the 19th day of 
the disease a positive blood culture was obtained. 
On the following day treatment by daily blood 
transfusions was instituted. In spite of numer- 
ous pulmonary emboli, the patient slowly im- 
proved, the temperature reaching normal on the 
78th day of the disease. In all, 14 transfusions 
of 250 ¢.c. of citrated blood were given. Sixteen 
months after the illness the patient reported that 
he was in good health. E. 8. Mitts 


Ein neues Krankheitsbild?—Peritonitis sicca 
circumscripta. (A new pathological entity?) 
Braun, J., Wiener med. Wehnschr. 79: no. 438, 
1929. 


The author describes, as peritonitis sicea 
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cireumscripta, a clinical picture having a 
typical symptom-complex. The signs are ab- 
dominal pain, a smooth red tongue, an impaired 
note on percussion over the right or left lower 
quadrant of the abdomen or on both sides. 
These features are more commonly found in 
females than in males, and the affection is more 
frequent in the cold and damp seasons of the 
year. The etiology seems to be that of rheu- 
matism. The symptoms quickly disappear on 
the application of heat to the painful parts. 
The affection is analogous to dry pleurisy, and 
is probably due to hyperemia of the peri- 
toneum and the tissues immediately beneath it, 
with serous exudation. 

A. G. NICHOLLS 


Painful Calcareous Deposits in the Lung. 

Godel, R., Progrés Méd. 57: 1929. 

Many patients are worried because of the 
occurrence of sharply defined and persistent 
pain in the back or some part of the thorax, 
which they ean exactly localize, but the nature 
of which cannot be cleared up by auscultation 
or other routine examination. Only by means 
of the skiagram can the cause be detected, 
namely, calcified nodules at the hilus or in the 
free parenchyma of the lung. Pain ean be 
elicited by pressure over the ineriminated 
points with the guidance of the sereen. It is 
characteristic that the patient is able himself 
to localize the pain quickly and without mis- 
take. The pain may, at times, also, appear 
spontaneously, that is, without pressure, under 
certain climatic influences, and during attacks 
of ‘‘grippe,’’ sore throat, and bronchitis. The 
pain in question is differentiated from pleural 
pain by the fact that it is not elicited by cough- 
ing or deep breathing. The pain is dull, aching, 
as if a foreign body were in the lung, but often 
neuralgic and lancinating. These calcified 
nodules can be found in any part of the lung 
and may move with respiration. They may 
occur in association with active tuberculosis. 
An important sign is pain on pressure. The 
diagnosis usually made is dry pleurisy or a 
pleuritie sear, or, perhaps, intercostal neuralgia 
or muscular rheumatism. The patients are 
often afraid of the development of tuberculosis, 
but there is usually no clear indication of this 
disease. The treatment is with diathermy and 
x-ray. 

A. G. NICHOLLS 


Contraceptive Methods: the Types Recom- 
mended by nine British Birth Control Clinics. 
Himes, N. E., New Eng. J. Med. 102: 18, 1930. 
There are several sources of contraceptive in- 

formation available in Great Britam. (1) the 

private practitioner, who, on the average, is 
much better informed than his American col- 
league, (there are 44 contraceptive stations in 
the United States), largely on account of the 
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more ready accessibility of contraceptive infor- 
mation in Great Britain; (2) the clinics oper- 
ated and largely financed by a single individual, 
or by groups of individuals raising expenses by 
publie subseription; (3) services connected with 
hospitals or dispensaries. In some instances 
women needing contraceptive advice, upon 
adequate medical indications, are referred from 
the more than two thousand governmentally sub- 
sidized ante-natal and infant welfare centres to 
private practitioners or to the subscription 
clinies, where they are duly instructed. In ad- 
dition to these sources there are many advice 
stations run by nurses or certified midwives; 
there is the legally unrestricted quasi-popular 
medical literature; the free pamphlet service of 
the now disbanded Malthusian League and of 
the Society for Constructive Birth Control; the 
London clinic operated as a business venture; 
the readily accessible devices and printed infor- 
mation through many shops which specialize in 
this service. Latterly, the Society for Construe- 
tive Birth Control has been operating two travel- 
ling caravan contraceptive clinics, which visit 
rural districts in order that modern technique 
might be brought to those residing in inaccessible 
regions. No person of normal intelligence and 
initiative need go without reliable, harmless 
contraceptive advice in Great Britain to-day un- 
less he chooses to do so. The newspapers and 
periodicals discuss birth control to the tune of 
several hundred columns every month. 

At. a typical clinic the patients had an aver- 
age of four pregnancies and three living chil- 
dren. The clinies are not serving those who 
have shirked the responsibilities of parenthood. 
In not a few eases the families were much 
larger than the average. The average income of 
the family breadwinner in 3,296 cases did not 
exceed $15 a week. The average number of 
years of married life in 3,296 cases was 9.1. The 
abortion rate among women anxious for contra- 
ceptive knowledge is much higher than most 
practitioners are prepared to admit. 

The author presents tables showing the types 
of advice given in Great Britain. 


LILLIAN A, CHASE 


Pseudo-hypertrophic Muscular Dystrophy in 


Brothers. Lightwood, R. C., Proc. Roy. Soc. 
Med, 22: 1250, 1929. 


This disease is more often found in males 
ihan females, due probably to the fact that in 
many families its mode of inheritance cor- 
responds to that of hemophilia, that is to say, 
it is transmitted to an affected son by a mother 
who herself is normal. In the family reported 
by Lightwood there was no family history of 
the disease other than in the two brothers who 
were the subjects of the paper. They had an 
older sister who was normal; they were aged 
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10 and 3. The calves were enlarged, and the 
infraspinati were so enlarged as to simulate 
tumours. The shoulder girdle and neck muscles 
were very atrophic and weak, so that the head 
could not be held up. There were no fibrillary 
tremors; the knee jerk was absent, ankle jerk 
just obtainable. Beginning contractures of the 
feet were present. 

MADGE THURLOW MACKLIN 


Hematomyelia associated with Hemophilia. 
Seddon, H. J., Proc. Roy. Soc. Med. 23: 95, 
1929. 


As is well known, true hemophilia is sup- 
posed to be encountered only in the male, and 
the history reported by Seddon is in accord 
with this. Two sisters each had two sons; all 
four boys had hemophilia. One boy in each 
family died of it. The second boy in one 
family was in an automobile accident in which 
he received fractures of the 3rd and 4th lumbar 
vertebrae. After recovery from this, he oc- 
casionally lost control of his legs and fell. He 
then exhibited a swelling of the hip and ankle, 
but no fracture. Fifteen months after the 
accident, he suddenly had an anesthesia and 
paralysis of the left leg, due to hemorrhage into 
the cord. Hmorrhages into the joints and of 
the mucous membranes in hemophilia are the 
rule. 

MADGE THURLOW MACKLIN 


A Case of Family Periodic Paralysis with 
Attacks of Excitement. Symonds, C. P., 
Proc. Roy. Soc. Med. 23: 97, 1929. 


In the family reported by Symonds, there 
were 2 brothers, their mother and grandfather, 
who were the subjects of this interesting malady. 
The attacks of paralysis were brought on by 
emotional excitement. At the height of the at- 
tacks which varied in their intensity, all vol- 
untary muscles were paralyzed, although the 
paralysis was not a complete one. All tendon 
jerks were abolished; the plantar reflexes were 
flexor in type. During an attack the individual 
was helpless and inarticulate. 


This disease has been linked up by some 
authors with those dependent upon anaphylactic 
phenomena, and they have hunted for the sen- 
sitizing protein chiefly in the ingested food. The 
attacks usually clear up in a few days although 
they may last longer. They are usually not 
fatal, although instances have been recorded in 
which the person died during an attack. Al- 
though it may be classed with sensitization dis- 
eases, there is an inherited instability of the 
nervous system which permits of its being the 
site of election for the anaphylactic effect. 

MADGE THURLOW MACKLIN 
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Partial Rib Removal with Closed Drainage in 
the Treatment of Acute Empyema in Infancy 
and Childhood. Douglas, B., Ann. Surg. 91: 
659, 1930. 


The author reports a series of 109 cases of 
empyema, with four deaths. Forty-eight cases 
occurred in children. Of this 48 some de- 
veloped chronic empyema. Pneumonia was the 
most common etiological factor. Other cases 
followed measles, whooping cough, and in- 
fluenza. 

Treatment was instituted following repeated 
aspiration, when the fluid had become so thick 
that it could not easily be removed through 
the needle. Aspirations were done under local 
anesthesia. At operation, from 3 to 8 cm. of 
rib were removed sub-periosteally as far for- 
ward toward the anterior axillary line, and as 
low as the aspirations showed pus. The pleura 
was then opened and the cavity explored. All 
clumps of fibrin were removed. The wound was 
closed in layers about a rubber tube 2 to 2 em. 
in diameter, which was attached to a piece of 
rubber dam. Suction drainage was then estab- 
lished. In 7 or 9 days the tube was shortened. 


It was then shortened every 3 days until no fluid 


was evident in the chest. 
S. D. GorRDON 


The Use of Strips of Hernial Sac as Fascial 
(Living) Suture. Brown, F. R., Brit. M. J. 
1: 833, May 16, 1930. 


The author reports the using of strips of 
hernial sae as an alternative to, or in conjunc- 
tion with, fascia lata. Suturing with these 
strips, cut in a spiral manner from the sac, was 
done, as advocated by Gallie. Oblique inguinal 
hernias only have been done by this method. 
The results have been eminently satisfactory. 

S. D. Gorpon 


Epicondylitis Humeri (Tennis Elbow). Hans- 
son, K. G. and Horwich, I. D., J. Am. M. Ass. 
94: 1557, May 17, 1930. 


The authors present a comprehensive review 
of the subject of ‘‘tennis elbow’’ from the time 
when Bernheardt published his paper in 1896 
until the present time. Their conclusions as to 
its etiology coincide with those of Hohmann who 
published an article in 1926. The condition is 
due to periosteal fracture with a myofascitis of 
the extensor muscles which arise from the ex- 
ternal epicondyle of the humerus. They publish 
an analysis of 74 cases treated by old methods, 
also an analysis of 16 cases treated by the ap- 
plication of a cock-up splint to the wrist and 
hand, thus placing the extensor muscles of the 
forearm physiologically at rest. This is claimed 
to be a great advance on any previous form of 
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treatment. Their conclusions are as follows :— 

1. Epicondylitis exists in two forms: an acute 
form, such as is seen in tennis-elbow, and a 
chronie form, which is usually occupational. 

2. The pathology is probably that of a peri- 
osteal avulsion with a myofascitis. In real 
tennis-elbow the periosteal symptoms predomin- 
ate, while in the occupational type the myositis 
is worst. 

3. No treatment is of any avail unless the ex- 
tensor muscles from the external condyle are 
relaxed. 

4. The best splint for such a purpose is the 
eock-up splint. L. H. McKim 


Ischiorectal Prostatectomy. Meherin, J. M.. 
Arch. Surg. 20: 3, March 1930. 


According to Meherin (of Halle, Germany), 
the division of opinion among surgeons as to 
the choice of method in prostatectomy in- 
dicates that neither the suprapubic nor the 
perineal method with its various modifications 
fulfills all requirements. The choice of one 
method rather than the other, beeause of 
greater familiarity with the procedure and the 
constant attempts to vary and improve the 
technique, are proof of a somewhat general 
dissatisfaction. Difficulties in hemostasis, and 
in the after care of the wound, in the supra- 
pubie operation, and the technical difficulty of 
gaining adequate exposure by the perineal 
method, are definite faults of these operations. 

The technique of ischiorectal prostatectomy 
has been improved in many small details in tine 
past ten years. The patient should be in the 
best pre-operative condition. Preliminary drain- 
age is made with either the indwelling catheter 
or the suprapubic fistula as indicated. The 
performance of a preliminary vasotomy is 
essential. Post-operative epididymitis, which 
is a frequent complication of the other methods 
of prostatectomy, was not seen in the present 
series of 148 eases in which ischiorectal prosta- 
teetomy was performed, all with preliminary 
vasotomy. Full details of the operative 
technique will be found in the paper. 

The mortality rate in this series of 148 cases 
was 4.07 per cent, and ineluded the work of 
eight surgeons. 

In conclusion, Meherin sums up the follow- 
ing advantages of the Voeleker method of 
ischiorectal prostatectomy. The operation is 
done entirely under the guidance of the eye. 
Exact hemostasis by means of ligature, suture 
and packing is possible. Because of exact 
visibility the posibility of leaving small pieces 
of adenoma behind is unlikely. Dependent 
drainage from the base of the wound is possible. 
Death from operative shock has not been en- 
countered. Permanent fistulas or incontinence 
have not occurred. Post-operative epididymitis 
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can be almost entirely controlled by. the per- 
formance of vasotomy before treatment with 
the indwelling catheter is inaugurated. 

G. E. LEARMONTH 


Chronic Cystic Mastitis. Rodman, J. S., Arch. 
Surg. 20: 3, March 1930. 


Contrary to his expressed opinion of ten years 
ago, Rodman does not now believe that chronic 
cystic mastitis is a precancerous lesion. This 
affection sometimes does lead to carcinoma, al- 
though not so frequently as formerly considered, 
but it is impossible to state with any degree of 
certainty which cases will do so. ° If each case 
of breast irregularity with respect to age, men- 
strual and sexual history, together with what is 
now known of the physiological cycle of breast 
tissue behaviour, is carefully considered, one 
“an usually decide on the best procedure for 
that given case. 

The most important of these factors in women 
of child-bearing age is the menstrual function. 
The amount of involution and evolution which 
the breast undergoes during its active life is 
great, no other organ being given to more epith- 
elial unrest. These epithelial and fibrous tissue 
aggressions and regressions occur only in 
women, and at times give rise to great difficulty, 
in deciding between the normal and the ab- 
normal. When this normal involuntary cyele 
in the breast is interfered with disease begins, 
and adenoma, fibroadenoma, papillary cystaden- 
oma, chronic cystic mastitis, and even carcinoma 
may develop. Too much conservatism in dealing 
with breast tumours is a dangerous doctrine, 
unless one has had a reasonably large experience 
in the matter, because valuable time might be 
lost in doing the radical operation to forestall 
the development of or to attempt to cure a case 
of early cancer. The surgeon must co-operate 
with a competent pathologist. There is a sexual 
cycle in the mammary gland similar to that in 
the uterine endometrium, where the physiological 
changes are correlated with the development and 
the regression of the corpus luteum. Somewhere 
between the menstrual cycles, the breast is in 
its resting stage, probably, from the fifth to the 
fifteenth day after the last menses. At this time 
the fibrous stroma predominates, the epithelial 
elements are only duets and occasional acini. 
Rodman describes the changes which occur in 
the pre-menstrual phase in the two layers of 
lining cells of the mammary ducts and in the 
surrounding fibrous tissues when the epithelium 
degenerates and is shed into the lumen of the 
ducts. The changes during pregnancy are also 
deseribed, in which numerous new acini are 
formed and the periductal fibrous tissue is 
pushed aside and is no longer distinguishable 
from the perilobular -connective tissue. Epith- 
elial activity is at its height. After lactation is 
over involution oceurs, hyperplasia ceases, secre- 








tion is absorbed, and the empty acini collapse. 
Most of the acini disappear at this time, but ihe 
gland never returns quite to the normal virgin 
state; lactation hypertrophy both of the fibrous 
and the epithelial elements remains to some 
extent. When proper growth and involution are 
interfered with, either locally or generally, cer- 
tain aberrations may occur, involving either 


. epithelium or fibrous tissues or both. The author 


believes that chronic local hyperplasia in the 
breast results in an adenoma or an adenofibroma 
if the epithelial elements are affected as well as 
the fibrous tissue, fibroadenoma if the fibrous 
tissue predominates. If the epithelial cells come 
to a stage of secretion and the normal absorption 
is for some reason interfered with, cysts of the 
acinar type will oceur. If the fibrous tissue was 
chiefly affected, the ducts would try to pro- 
liferate as they do normally in the premenstrual 
phase, but they would be pressed on and pulled 
out by the fibrous tissue and the result is the 
ordinary intracanalicular type of fibroadenoma. 
Carried further the ducts become invaginated 
and there results a series of projections within 
the lumen of the cavity covered by epithelium. 
If the ducts are distended by unabsorbed secre- 
tion the result is a papilloma. 

Many of the benign tumours of the breast are 
without capsule, or are semi-encapsulated. In 
some of the localized aberrant disturbances the 
proliferation of the fibrous and epithelial ele- 
ments has been sufficiently great to push th> 
surrounding fibrous tissue aside to form 
capsule. If there is no attempt at localization 
and the same changes are widespread then 
chronie cystic mastitis, or the abnormal involu- 
tion of Warren, is the lesion present. In the 
majority of cases involution is at fault. Car- 
cinoma may develop in a breast showing ab- 
normal involution. The current belief is that it 
does not happen so frequently as was formerly 
thought. Carcinoma seems to arise in larger 
ducts, not in Jobules. While abnormal involu- 
tion may prepare the ground, yet in the great 
majority of cases nothing further than the aber- 
rant physiological changes occur. 

G. E. LEARMONTH 


End Resuits of Manipulation of the Back. 
Riches, E. W., The Lancet 1: 957, May 3, 
1930. 


In this interesting article Mr. Riehes de- 
scribes the results obtained by manipulation in 
the type of case which has been referred to as 
having “‘low back pain’’. He subdivides this 
group into chronic back strain, sacro-iliae 
strain, lumbo-sacral strain, spinal arthritis with 
and without sciatica, and the neurotic spine. 

In chronic back strain and sacro-iliae strain 
manipulation is successful in about 90 per cent 
of cases, and where there is evidence of definite 
exciting trauma, suecess may be anticipated in 
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almost all the cases. Cases of lumbo-sacral 
strain are not permanently improved by 
manipulation and exercise. Improvement may 
be expected in about one-half of the cases. 
Cases of neurotic spine do not respond to 
manipulation unless there is an underlying 
strain. Manipulation of the back should not be 
confined to cases where there is mechanical dis- 
placement, but should be more widely practised 
with reservations resulting from these experi- 
ences, and it must be followed by efficient after 
treatment. 

Manipulation was carried out under anes- 
thesia and consists of forcible flexion of the 
spine, a rotatory movement of the pelvis first to 
one side then the other and then forcible hyper- 
extension of the whole spinal column, and in 
certain cases lateral flexion is added. The pur- 
pose of the procedure is to restore the normal 
‘ange of the spinal movement by breaking down 
any fibrous adhesions. The patient gets up on 
the day after the manipulation, starts massage 
and exercise on the second, and is discharged 
on the third day. 

W. L. GRAHAM 


OBSTETRICS AND GYNACOLOGY 


Chronic Infection of the Cervix. Young, J., 
Brit. M. J. 1: 577, March 29, 1930. 


Chronic infection of the cervix is responsible 
for pelvie and abdominal distress, and may 


play a profound part in the production of 


general ill health. The most common causal 
factor is the damage and the consequent in- 
fection the cervix is apt to suffer during child- 
birth or the puerperium. <A proportion of the 
cases are gonococeal, although in comparatively 
few in which the condition has persisted for 
some time can we isolate the gonococcus. The 
intractableness to natural recovery is due to 
the erypts in the cervix, the racemose struc- 
ture of the cervical glands, and the tendency 
for infection to be locked up in the recesses of 
these glands. The lesion is placed within a 
narrow canal in which swelling of the tissues 
hampers free drainage. The blocked endo- 
cervical glands may become distended to form 
small hard cysts (Nabothian follicles). Radiat- 
ing from the cervix into the surrounding para- 
metrium we often find bands of tissue, tender 
to pressure, which are due to cicatricial shorten- 
ing in cellulitie deposits in the healed vaginal 
extension of the cervical lesion. These bands 
immobilize the cervix and drag it from its 
central position. 

The most common symptom is leucorrhea, 
next to which is pain in the pelvis or abdomen. 
Bladder and menstrual troubles are frequent, 
and the general health may be involved, fatigue, 
headaches, arthritis, and eardio-vascular dis- 
turbaneces being most common. The most dis- 
tressing symptom is pain, felt in one or other 
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iliac fossa or both. The pain may be situated 
in the flank, upper abdomen, or in the sacral 
and coceygeal regions. Aches and pains are 
worse before and during menstrual periods and 
after exertion. Tubal or ovarian mischief and 
appendicitis are often diagnosed. 

With the possible exception of vaginal pro- 
lapse the most common cause of pain in the 
lower abdomen and pelvis in women is chronic 
cervical infection. In cases of cervicitis move- 
ment of the cervix provokes pain or retching. 
Stretching the partly dilated cervix with the 
finger hooked into the cervieal canal causes 
pain in the sacral area. Disturbances of the 
menstruai function, either excess or irregu- 
larity, are probably dependent upon ovarian 
aberration. 

Where unsuccessful attempts to find focal 
trouble in teeth, tonsils, nasal sinuses and bowel 
have been made, the cervix should always 
be suspected. The ideal time for recognition 
and treatment of cervicitis is the post-natal 
period. Kor the treatment of chronie¢ cervicitis 
active surgical measures are essential, full 
dilatation of the cervix under anesthesia, fol- 
lowed by longitudinal searing of the cervical 
canal with the electric cautery. Nabothian 
follicles are punctured individually and deeply. 
Curettage is usually neither necessary nor ad- 
visable. Deep laceration of the cervix witii 
ectropion calls for repair. The hospital class of 
repair. The hospital class of patient may re- 
quire amputation of the cervix or panhysterec- 
tomy. Persistence of pain in the abdomen or 
pelvis after the removal of the apparent pelvic 
source may depend upon locking up of the 
sepsis in cellular tissue planes, and may be 
treated by division of the main trunks of the 
pelvic sympathetic where they lie in front of 
the fifth lumbar vertebra. 

Ross MITCHELL 


Pregnancy and Tuberculosis. Barnes, H. L., 
and Barnes, L. R. P., Am. J. Obst. G Gyn. 19: 
4, April 1930. 


Over 500 copies of a questionnaire were sent 
to all large and medium-sized sanatoriums listed 
in the Directory of the National Tuberculosis 
Association, to large lying-in hospitals, and to 
leading obstetricians. The replies received were 
analyzed, and the following conclusions reached. 

A woman with active tuberculosis should 
avoid pregnancy in order that she may be spared 
the extra work and worry of a baby, and that 
the baby may be spared the risk of infection. 
The problems of tuberculosis and pregnancy 
need further clinical research, but the data ob- 
tained from this series of 410 pregnant tuber- 
culous women suggest that pregnancy in itself 
has a harmful influence, if at all, in only a small 
percentage of cases, and that abortion being un- 
necessary in most favourable, and futile in most 
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unfavourable cases, is rarely beneficial to tuber- 
culous women. 

About 81 per cent of the tuberculous women 
who became pregnant and were not subjected to 
therapeutic abortion bore normal children. A 
policy which would sacrifice all these children on 
the apparently slight and still unproved chance 
of saving the mothers is not easy to justify. 

Ross MITCHELL 


The End Results in Ten Cases of Hydatidiform 
Mole Treated by Curettage. Sturgis, M. C., 
Am. J. Obst. & Gyn. 19: 641, May 1930. 


Hydatidiform mole occurs much more fre- 
quently than recorded. Infection and hemor- 
rhage are the most serious complications. Delay 
in recognition and, therefore, delay in treatment 
inereases the danger of primary mortality, and 
adds considerably to morbidity. All ten cases 
in this series presented some degree of sapreemia 
on admission to the hospital, and the one fatal 
ease had sepsis. Chorion-epithelioma is a com- 
paratively rare sequence. A careful curettage 
in experienced hands is a safe as well as a con- 
servative method of treatment for hydatidiform 
mole, especially in the young woman who still 
desires a family. Five out of the series of ten 
have had one or more normal pregnancies since 
the curettage. Three others are well and still 
retain their child-bearing functions. 

Ross MITCHELL 


UROLOGY 


Observations on the Bacteriophage in Infections 
of the Urinary Tract. Krueger, A. P., Faber, 
H. K., and Schultz, E. W., J. of Urol. 238: 
April 1930. 


The bacteriophage is an agent normally 
present in the body in symbiosis with members 
of the intestinal flora. It is capable of adjust- 
ing itself to, and propagating at the expense of, 
pathogenic bacteria. Its therapeutic possibil- 
ities would seem therefore to be great, and soon 
after its discovery by d’Herelle, it was hailed, 
particularly in France, as a most potent cura- 
tive agent in all types of urinary infection. 

Two specifications are laid down as to treat- 
ment. (1) Instillations of bacteriophage sus- 
pensions must be combined with subeutaneous 
injections; (2) favourable results may be ex- 
pected only when the causal organism is 
found by in vitro tests to be fully susceptible 
to the action of the bacteriophage destined for 
therapeutic use. No harmful effeets were ever 
observed and the possibility of its acting as a 
raccine as well as a lytic agent added further 
to this enthusiasm which was manifested by 
highly favourable results by many writers. 

Larkum studied the normal occurrence of 
baeteriophage in 109 specimens of urine from 
patients presenting symptoms of urinary infec- 
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tion. He found a bacteriophage associated 
with susceptible organisms in 25 per cent of 
cases ; a bacteriophage associated with resistant 
strains in 9.6 per cent; a susceptible organism 
alone in 15.4 per cent; and a resistant organism 
alone in 48.1 per cent. He concludes that a 
bacteriophage frequently appears in the urine 
during the course of urinary infections and that 
it is an almost constant finding during the 
acute stages. He believes that either the cure 
or the development of a chronic infection de- 
pends on whether the bacteriophage or the 
bacterium gains ascendancy and this, in short, 
is d’Herelle’s hypothesis. 

The authors’ work was undertaken with a 
view to investigating further the occurrence of 
bacteriophage in urinary infections and of 
studying the influence of bacteriophage therapy 
in such conditions. Their technical methods 
for determining the susceptibility of the causal 
organism and the presence of bacteriophage in 
urine are given in detail. Their series com- 
prised 12 cases of acute urinary infection and 
77 chronie cases. Of the 12 acute cases only 
one harboured a strain of B. coli resistant to 
their ‘‘ ’phage’’, whereas among the 77 chronic 
cases 42 were infected with resistant organisms. 
Many of these latter, however, were completely 
lysed by mixtures of one or more strains of 
‘* *nhage’’ and hence were treated with mixed 
suspensions. 

In both groups the suspensions employed 
were found by preliminary tests to be fully 
effective on the causal organisms, and were 
administered by subeutaneous injections and by 
instillations into the bladder and kidney peives. 

In 25 of the 35 treated cases recovery was 
gradual and not clearly attributable to the 
bacteriophage. There were 4 striking responses 
and 6 complete failures. Their results, then, 
failed to corroborate the brilliant reports of 
other investigators. 

They suggest that alkalies, when effective, 
may act by enhancing the virulence of bacterio- 
phages naturally occurring in the urine and 
that bacteriophagy in vivo may be influenced by 
various factors not yet under our control. 

N. E. Bekry 


Tuberculose non-folliculaire des organes génito- 
urinaires. (Atypical tuberculosis of the 
genito-urinary organs.) Wildbolz, H., Rév. 
Méd. de la Suisse Rom. 50: 1, Jan. 25, 1930. 


Tuberculosis is a disease which manifests itself 
in many and varied forms, some of which are 
just now being recognized and hence little 
studied. This is particularly true of the type 
to which our attention is directed. We must 
understand that the classical tuberculous follicle 
is not specific. Similar histological pictures may 
be produced by parasites such as aspergillus, 
actinomyeosis, the sarcosporides of the skin of 
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the ox, the bacillus of leprosy, ete. Conversely, 
an undoubted tuberculous process may give rise 
to an inflammatory reaction without the forma- 
tion of tubercles and indistinguishable from ai 
ordinary pyogenic infection. 

Little attention has hitherto been given to the 
atypical manifestations of tuberculosis so far 
as the urinary tract is concerned, but observa- 
tions multiply themselves so frequently that the 
question demands attention. Tuberculosis of 
the urinary tract begins almost always in one 
or other kidney, in a calyx or one of the papille. 
Necrosis and caseation may follow, with break- 
ing down of tissue, coalescence of foci and the 
formation of the common caseo-cavernous tuber- 
culosis of the kidney or, very rarely, there may 
be localized infiltrations which become fibrosed. 

Our attention however is directed to those pa- 
tients who may suffer from any form of tuber- 
culosis and who present albuminuria, but with- 
out pyuria or other manifestations or infection 
of the urinary tract. It was supposed that. the 
toxins absorbed into the circulation from these 
foci produced a toxie inflammatory reaction in 
the renal tissue, a toxic tuberculous nephritis. 
Since tubercles are not found in these kidneys at 
autopsy, and since albuminuria can be produced 
experimentally by the injection of tuberculous 
toxins the proof seemed conclusive. Moreover, 
after extirpation of a caseous kidney an albumin- 


uria from the remaining one generally disap- 
pears. 

With the knowledge that tubercle bacilli may 
circulate in the blood stream the question was 
raised as to whether or not this albuminuria 
might not be due to an actual invasion of the 


kidney by the bacilli. It was then shown that 
the urine of these cases did sometimes produce 
tuberculosis in guinea pigs, but yet at autopsy 
the kidney did not show tuberculosis but non- 
specific inflammatory reactions. Their nature 
was however proved to be tuberculous by finding 
the bacilli in the tissue. There are in the litera- 
ture several cases in which the symptoms were 
those of a caseo-cavernous tuberculosis with 
pyuria and bacilluria, and yet the kidney showed 
only a non-specific inflammatory reaction. 

These observations would tend to prove that 
an actual tuberculous inflammatory reaction may 
exist without the formation of tubercles, and 
that these albuminurias are due to the presence 
of bacilli in the tissue and not to a toxic 
nephritis as formerly supposed, the term ‘‘bacil- 
lary’’ nephritis being used in its place. There 
is then this fourth type of tuberculous renal in- 
fection which must be distinguished from the 
others as the author believes it may prove amen- 
able to medical treatment. 

The differential diagnosis is not easy since 
these cases are only beginning to be recognized, 
and most of the observations have been made 
from anatomical specimens. Of eight clinical 
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cases in which the author has made such a dia- 
gnosis only one has gone on to a caseous renal 
tuberculosis. Two appear to be cured, and the 
clinical progress of the others seems to justify 
the diagnosis. 

As regards the atypical infections of the 
organs of generation two types are mentioned, 
a fibrous orchitis which appears to be of tuber- 
culous origin but has not been definitely proved 
so, and, secondly, a chronic epididymitis, with- 
out specific histological appearances, but in 
which there is conclusive proof of its tuberculous 
nature. It is a frequent experience of many 
writers that an epididymitis diagnosed clinically 
as tuberculosis may not be confirmed by the path- 
ologist’s examination. The writer has observed 
that among 37 of such cases, 6 showed pyogenic 
organisms, 2 were luetic, but in 29 no definite 
specificity was demonstrated. A careful analysis 
showed however that more than half of these 
cases presented signs of active or cured tuber- 
culosis elsewhere. He later observed in four 
different cases of bilateral epididymitis that one 
side presented the typical picture of tuberculosis, 
whereas the other side showed only a chronic 
non-specific change. This seemed very sugges- 
tive, but positive proof was still lacking. It was 
then possible to show in certain cases of manifest 
tuberculosis of the urinary tract that every 
epididymitis, even though, acute, did not neces- 
sarily show the specific tuberculous follicle, but 
yet in these same eases tubercle bacilli could be 
demonstrated in the tubules in great numbers. 
Finally, in twelve of these chronic cases in which 
neither tubercles nor organisms were demon- 
strable microscopically a positive guinea pig in- 
oculation resulted in two instanees. The proof 
then that most of these cases are really tuber- 
culous seems conclusive. 

N. E. Berry 


OPHTHALMOLOGY 


Neuro-Epithelioma (Glioma) of the Retina 
with Metastases. Hu, C. H., Am. J. Path. 6: 
27, Jan. 1930. 


The author reports two cases of metastases 
from glioma of the retina. The findings in the 
first ease are especially valuable since he was 
able to carry on the autopsy to completeness. 
A Chinese boy, 4 years of age, was brought to 
the Peking Union Medical College Hospital in 
April, 1925, because of a protruding mass in 
the left eye. The right eye was normal. On 
the head there were three small masses; one in 
the left frontal region, another in the leit 
temporal region, and the third in the left pre- 
auricular region. The cervical lymph nodes 
were moderately enlarged. On May Ist the 
tumour of the left eye was removed by exen- 
teration of the orbit. The pathological dia- 
gnosis was glioma of the retina with extra- 
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bulbar extension. On June 25, 1925, the 
patient died; post-mortem examination was 
performed in full, and the following anatomical 
diagnosis was made: Glioma of the retina with 
metastases to eyelids, left optic nerve, dura, 
meninges ot the spinal cord, frontal, parietal, 
occipital, and sphenoid bones, also to the bones 
of the orbit, mandible, scapule, ribs, sternum, 
humeri, femora, caleanei, and bodies of verte- 
bre, .the supraspinatus, infraspinatus, sub- 
scapule, gluteus, medius, iliopsoas muscles, the 
cervical, retroperitoneal and inguinal lymph 
nodes, the pleura, and parotid gland; and 
thrombosis of cerebral veins, with extensive 
hemorrhages in the brain. 

The second case was that of a German boy, 
3 years old, who was admitted to hospital on 
September 11, 1921, because of protusion of the 
left eyeball for the previous eighteen months. 
Examination showed the left eyeball to be 
conical in shape and protruding, the anterior 
chamber shallow, the pupil round and widely 
dilated: no reaction to light; the lens was 
opaque and dislocated upward and to the 
temporal side. Operation for exenteration of 
the orbit was done on November 12th; toward 
the end of the operation patient died from 
respiratory failure. The pathological dia- 
gnosis was: Glioma of the left eye with exten- 
sion to the left orbit, brain. choroid plexus, 
spinal cord, meninges, and the right optie 
nerve. 

Tumours of the retina, called gliomas, are 
generally recognized to be quite different from 
the ordinary glioma of the brain in their rapid 
growth,. greater tendency towards metastases, 
and their lack of glia fibres demonstrable by 
ordinary staining methods. In 1891, Flexner 
first showed the external granular layer of the 
retina as the origin of the tumour, and called 
attention to the fact that cells of the ‘‘rosettes’”’ 
corresponded to the rods and cones. He there- 
fore proposed the name ‘‘neuro-epithelioma of 
the retina,’’ which name was adopted by Winter- 
steiner in 1897. He then discusses the various 
names since put forward to designate this type 
of tumour. The variation in terminology is 
wide, due to the fact that this type of tumour is 
essentially an embryonal multipotent with metas- 
tases in the various organs. 

S. H. McKee 


PHARMACOLOGY AND THERAPEUTICS 


The Important Differences in the Potency of 
Digitalis in Clinical Practice. Wykoff, J.. 
Gold, H., and Travell, J. G., Am. Heart J. 5: 
401, April 1930. 


Preparations of digitalis made by different 
manufacturers vary in their poteney, as deter- 
mined hy the cat method of biological essay. 
There is a satisfactory parallelism between the 
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action of digitalis on the cat’s heart and on the 
human heart, so that the eat-unit is a reliable 
unite of digitalis potency. The authors recom- 
mend 0.15 of a eat-unit per pound of body 
weight for calculation of the digitalization dose, 
which may be administered in five fractions over 
a period of 24 hours, and 2 cat-units per day as 
the maintenance dose. 

Observations made on 248 patients with pneu- 
monia show that body weight is a significant 
factor in calculating the digitalization dose. A 
considerable amount of confusion has arisen be- 
eause nearly all preparations of digitalis are 


labelled ‘‘standardized’’ whilst their actual 
poteney varies widely. The salient feature of 


the description of any given preparation should 
be the potency in terms of milligrams per cat- 
unit; using this information appropriate doses 
may be ealeulated. 


H. N. SEGALL 


HYGIENE AND PUBLIC HEALTH 


The Presen*+ Status of Industrial Medicine. 
McCord, C. P., Am. Med. Ass. Bull. 25: 1, 
11, Jan. 1930. 


Dr. MeCord has tried to define the status of 
ethical industrial medicine, and places its fail- 
ures on the shoulders of organized medicine, 
which has been rather indifferent to the tre- 
mendous opportunities in this field of adult 
health. The medical director in industry to-day 
should have in addition to a medical degree the 
following qualifications : 

‘‘He should have a knowledge of medical prac- 
tice, not necessarily profeund of the funda- 
mentals of industrial relations; of applied pre- 
ventive medicine ; occupational diseases ; psycho- 
pathic medical investigation; recreation and ac- 
cident prevention methods; of the special prob- 
lems relating to the employment of women and 
children; some knowledge of pensions and in- 
surance, including liability and group; some 
knowledge of plant organization, which is likely 
to prove effective in dealing with the problems 
of labour. He should have knowledge of em- 
ployment methods; some notion of job analysis, 
physical and mental tests, to determine the fit- 
ness of applicants; knowledge of race problems, 
industrial training, apprenticeship, continuation 
schools for training in particular jobs; at least 
some knowledge in relation to the cost of living 
according to local standards: of the hours of 
work in relation to fatigue and output; of shift 
systems, rest periods, regularity, absenteeism, 
labour turnover and its cost. He should have 
at least a superficial knowledge of the security 
and continuity of employment in slack seasons, 
while convalescing from aecident or disease, in 
case of labour-saving improvements, as well as 
with the advent of old age. He should have a 
general working knowledge of physical working 
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conditions, safeguards, disagreeable gases and 
dusts, heating, lighting, ventilation, locker 
rooms, wash rooms, rest rooms, restaurants, hos- 
pitals, laundries, toilets, showers, plant beautifi- 
cation, drinking water, ete. 

He should be qualified to carry out physical 
examination of applicants, and periodic re-ex- 
amination of employees. He should have very 
definite knowledge of housing, transportation. 
recreational and educational facilities; the 
transfer and replacement of misfits, or, as has 
been said, “‘fitting the square peg into the round 
hole.’’ He should be familiar with the follow- 
up work, especially among new employees, and 
with the injured; and with the replacement of 
injured and crippled employees.’’ 

The physician who considers an industrial 
job as a ‘‘pot boiler’’ does not measure up to 
these standards. 

In general, it may be said that industrial med- 
icine has suffered in the past through the fail- 
ure of organized medicine to recognize its im- 
portance, by the practice adopted by many com- 
panies of turning over their accident risks to 
insurance companies, which have no funda- 
mental interest in the employees, and to the 
tendency of the lay profession to regard all 
physicians as equally qualified to minister -to 
their needs, and to select in consequence the 
lowest bidder. 

FRANK G. PEDLEY 


Observations on the Possibility of Methyl 
Chloride Poisoning by Ingestion with Food 


and Water. Yant, W. P., Shoaf, H. W.., 
Chornyak, J., Pub. Health Rep. 45: 1057, 
May 9, 1930. 


Considerable interest has been aroused in 
medical and manufacturing circles by the 
occurrence of cases of severe poisoning by 
methyl chloride fumes from household refriger- 
ating systems. No definite evidence of food 
poisoning from this source has been. produced, 
but the possibility of it is a matter of concern. 
At the instigation of one of the manufacturers 
a study was made of this danger by the United 
States Bureau of Mines. At first, food exposed 
to an atmosphere saturated with methyl 
chloride for from 15 to 75 hours was fed to 
dogs. No apparent ill effects occurred. Then 
water contaminated with methyl chloride was 
fed to two dogs over a period of 171 days. The 
average amount of methyl chloride ingested per 
day was about one gram. During the course 
of the experiment the female dog gave birth to 
three puppies in a normal manner. No distur- 
bance of the blood cells and no disturbance of 
weight were noted during these experiments, 
and on two oceasions examination of the urine 
of one dog for formates was negative. The 
animals were apparently normal in all respects 
on the 171st day of the experiment when they 
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were killed. Pathological examination revealed 
a moderate degree of intracellular fatty de- 
generation affecting the ascending, descending, 
and collecting tubules of the kidney; the 
glomeruli and convulted tubules were intact. 
It is to be noted that the conditions of this 
experiment were rather extreme. The water 
fed to the dogs was sharp, sweetish and 
sickening. People would not be likely to drink 
more than a mouthful or two. It was fre- 
quently refused by the animals, even though 
they were deprived of other water. 
FRANK G. PEDLEY 


RADIOLOGY 


Specificity of Light Action in Tuberculosis. 
Phelps, W. M., Bone & Joint Surg. 12: 253, 
April 1930. 


This is a study of the clinical and experi- 
mental results of the use of the light wave band 
lying between 330 and 380 millimicrons. Light 
action (that of 300 to 313 millimicrons) has 
been proved to be specific for rickets, so why 
should there not be some form of light specific 
for tuberculosis? The band of light studied is 
-alled the long-wave ultra-violet and has hitherto 
been considered inactive. 

Joint tuberculosis is but one manifestation of 
a generalized disease. The body’s reparative 
powers are to be stimulated to the utmost. The 
study of the relationship of light to tuberculosis 
is at the present time the most promising field 
of research in connection with the disease. 
X-rays have well known effects, physical and 
physiological. Infra-red rays give off heat. The 
longest, or Hertzian, rays have no physiological 
action and act primarily as carrier waves in 
radio. 

Darkness means only absence of visible light, 
and may contain any amount of ultra-violet or 
infra-red rays. The two latter forms of light 
may possibly have entirely opposite physiologica! 
effects. Ultra-violet rays, even, cannot be con- 
sidered as a whole, some bands being bactericidal 
and others not, while they differ also in the 
amount of their penetration into the body. 

Rollier, Bernard, and others, in the Swiss 
Alps have obtained excellent results. At seé 
level also comparative results have been ob- 
tained, though both the ultra-violet and the 
infra-red intensities are less here. 

Some investigators feel that the suecess has 
been obtained by the action of whole light 
rather than by any particular portion of the 
spectrum. Radiation through window glass by 
the sun varies greatly and should be capable of 
measurement, A radiometer is deseribed. <A 
number of cases of surgical tuberculosis, gland. 
joint, peritoneal, ete., were treated by the sun, 
aided in cloudy weather by the carbon-are 
light. The treatment was general, never loeai. 
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The most striking effect was the early healing 
of sinuses. In one ease, a proved tuberculous 
one, an ankle with sinus formation in an adult 
was healed in four months with complete cure, 
which has continued one and a half years under 
heavy work. The writer prefers for the treat- 
ment of tuberculosis the are to the quartz 
lamp, which has few rays of 350 millimicrons. 
Experimentally, guinea pigs were inoculated 
with the tuberculous emulsion intraperitoneal- 
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ly. When treated they lived longer and 
showed more signs of healing post-mortem than 
when untreated. The rays between 300 and 
320 millimicrons are more effective in the pro- 
duction of a tan and of erythema. The quartz 
lamp, of course, is of great value in the treat- 
ment of rickets and calcium disturbances, but 
probably not so valuable against tuberculosis 


as the earbon are light. 
J. A. NUTTER 


Obituaries 


Dr. Alfred J. Grant, Assistant Professor of 
Surgery of the University of Western Ontario, London, 
died in London, Ont., on May 26, 1930, following an 
illness of three weeks. He had an attack of angina 
about one and a half years ago since which time he 
restricted many of his activities. He was known 
throughout the community as an able surgeon and a 
citizen interested in every community effort. 

Dr. Grant was born in 1879 and, on 
graduation from the University of 
Western Ontario in 1901, located in 
Thedford, Ont., where he practised 
until 1918. After spending a year in 
the surgical wards of New York hos- 
pitals he opened offices in London. 
His surgical training and experience 
were recognized by an appointment 
on the Medical Faculty of the Uni- 
versity of Western Ontario. As Presi- 
dent of the Academy of Medicine of 
Western Ontario, President of the 
Harvey Club, and for two years Vice- 
President of the Ontario Medical As- 
sociation, Dr. Grant gave freely of 
his time and energy. He was chief 
of the surgical staff of St. Joseph’s 
Hospital. The Canadian Medical As- 
sociation chose him as one of the 
post-graduate lecturers, and he toured 
Canada from Halifax to Vancouver. 
He served as President of the 
Chamber of Commerce, President of 
the Rotary Club and Chairman of the 
Board of Education, and was a warden 
of St. Paul’s Cathedral. 

Dr. Grant leaves a widow and three 
daughters. The words of Ian MacLaren could be ap- 
plied to London with the passing of Dr. Grant—‘‘ There 
is but one heart in Drumtochty and that heart is sair’’. 


Dr. John Collison, for many years a practitioner 
in Red Deer, Alberta, died in Vancouver vn May 15, 
1930, after a lingering illness. 

He was born at Dixon’s Corner, Ontario, fifty- 
seven years ago and came of New England Loyalist 
and Irish stock. Entering McGill in 1897, after hav- 
ing spent three years in teaching, he graduated in 
1901. Following his graduation, he spent two years 
in hospital work, coming West in 1903. He settled in 
the picturesque town of Red Deer situated on the 
banks of the winding Red Deer River. He literally 
grew up with this town, and was one of the pioncers 
in this part of Alberta. He was associated in practice 
for many years with Dr. C. W. Sanders, his life-long 
friend and classmate at McGill. In 1913 he went 
abroad, spending nearly two years in medical and 


Dr. Alfred Grant 


surgical work in London and Vienna. He obtained 
the M.D. degree at Vienna, where he devoted himself 
specially to diseases of the eye, ear, nose and throat. 
His association with public affairs in Red Deer ex- 
tended over many years. He was a member of the 
Town Council until 1921, when he became Mayor, 
which position he held until 1924. He was also for 
some years a member of the local School Board. He 
moved to Vancouver in 1927. As one 
who was a classmate at McGill and 
knew him intimately, I can only ex- 
press deep regret at his passing. He 
was a fine type of citizen and a 
credit to his profession. He was en- 
dowed with sound, sane judgment 
especially in public affairs. He was 
frank and outspoken in his opinions, 
and when the occasion warranted, his 
Irish lineage was evident in his quick 
flashes of righteous indignation. He 
had a most kindly nature, and was 
very highly thought of for his pro- 
fessional attainments, in the district 
in which he spent a large portion of 
his life. He was married in 1903 to 
Miss Ella Beatty, of Parry Sound, 
Ontario, who survives him, together 
with an only son, David, who is at 
present an undergraduate in medicine 
at Alberta University. To them the 
sympathy of his former friends of the 
medical profession in Alberta is ex- 
tended. G. E. LEARMONTH 


Dr. John Dunlap Deacon, died in 


Pembroke, Ont., on May 14, 1930. 
After graduating from Trinity University in 1888, he 
practised for a time in Minnesota, returning later to 
Pembroke. 


Dr. Thorsten Ingvaldsen, formerly Assistant Pro- 
fessor of Biochemistry in the Faculty of Medicine of 
the University of Manitoba, died at the Sanatorium, 
Ninette, on May 30, 1930, aged 44 years. He was born 
in Norway, and went to the United States as a boy of 
17. After some years on a farm he studied at the 
University of Iowa, taking successively the degrees of 
bachelor and master of science and doctor of philosophy. 
The research work for his doctor’s degree was carried 
out in Dr. Campbell Howard’s laboratory. Subsequently 
Dr. Ingvaldsen worked with Levene at the Rockefeller 
Institute, and with Whipple at the Presbyterian Hos- 
pital in New York City. He came to the University of 
Manitoba in 1923, and a year later was discovered to 
have developed severe tuberculosis. He was at Ninette 
for the following four years, and left apparently in 
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good health. He received an appointment at the Uni- 
versity of Iowa, but was refused admission to the United 
States on the ground of his illness, since he had retained 
his Norwegian citizenship. He worked at Prince Rupert 
as biochemist of the Fisheries Station of the Biological 
Board of Canada for the following year, but an attack 
of influenza brought on pneumonia and septic infection 
with a recurrence of tuberculosis, both lungs being now 
affected. He returned to Ninette somewhat more than 
a year ago. 

Dr. Ingvaldsen was an indefatigable and keen- 
minded investigator, whose health suffered from too 
single-minded devotion to research. With Bauman he 
established the constitution of carnosine of muscle; with 
Whipple he established the globulin nature of the toxin 
of intestinal obstruction, and but for the break-down in 
his health he would probably have anticipated Haring- 
ton’s recent isolation of the diidotyrosine from the 
thyroid gland. He was a singularly modest and 
pleasant companion, and a loyal colleague. 

A. T. CAMERON 


Dr. Robert Harold Ker. The death occurred in 
London, England, on March 13, 1930, of Dr. Robert 
Harold Ker, formerly of Vancouver, B.C. 

The late Dr. Ker graduated at McGill in 1910. He 
was for some years engaged in practice in connection 
with railway construction in the west, and later prac- 
tised genito-urinary surgery in Vancouver. He served 
overseas with the C.A.M.C., having a distinguished record, 
and during 1918 was A.D.M.S. (Embarkation), at 
Halifax, holding the rank of Lieutenant-Colonel. 

Subsequent to the war Dr. Ker had charge of 
medical services and sanitation on the Gold Coast of 
Africa. He had been in poor health for some time, but 
the news of his death came as a shock to his many 
friends in British Columbia. Dr. Ker is survived by his 
wife and two sons, John and Robert, who were with 
him in England. C. H. BastIN 


Dr. Murray McFarlane, one of the best known 
practitioners in the line of oto-laryngology, died in 
Toronto, aged sixty, on May 26, 1930, after a pro- 
tracted period of ill health. He was born in Toronto, 
graduated from Trinity Medical College in 1889, and 
had practised continually in Toronto for forty years. A 
member of all the local medical associations he was at 
the same time one of the most popular and kindly of 
his profession. Surviving are the widow, Frederica 
Walton; one sister, Mrs. Rutherford; and three nephews, 
all of Toronto. 


Dr. William Porteous McCowan died of septic 
meningitis on May 16, 1930, at Winnipeg, after an illness 


METAPHEN AS GERMICIDE AND SKIN DISINFECTANT. 
—George W. Raiziss, Marie Severac and J. C. Moetsch 
report on the results of an extensive study of metaphen 
and meny other antiseptics in blood serum and skin dis- 
infection. The technique used to study the skin dis- 
infection is in principle the same as that of Roberts, 
with certain modifications. They contend that only an 
antiseptic which passes the most rigid test is to be con- 
sidered safe for use in all clinical cases in which a 
germicide is to be applied. They conclude, therefore, 
that, considered from this point of view, ethyl alcohol, 
which is used extensively, is disqualified as a skin dis- 
infectant. A solution of hexylresorcinol 1:1,000 (S. T. 
37) gave growths of bacteria in all tests. Acriflavine 
base was found to be efficient in the 2 per cent con- 
centration, resulting in sterilization in 80 per cent of 
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of a few days. Born at Scarboro, Ont., in 1891, he 
graduated in Medicine with honours from Toronto 
University in 1916, and served in the Great War. After 
the armistice he moved to Winnipeg where he soon built 
up a large practice. His knowledge and skill as patho- 
logist and bacteriologist caused him to be appointed by 
the Provincial Government to conduct post-mortem ex- 
aminations in coroner’s inquests. He was a member of 
the Executive Committee of the Manitoba Medical Asso- 
ciation and was recently nominated as a member of the 
Provincial Board of Health. A widow and two children 
survive him. 

His professional skill, fine sense of duty and his 
capacity for making and holding friends caused him to 
be appointed to many positions of trust. He was an 
enthusiastic golfer and curler. His sudden death at the 
early age of thirty-nine years has cut short a career of 
undoubted promise. Ross MITCHELL 


Dr. Amédee Raymond Melanson, of Eel Brook, 
Nova Scotia, died on May 8, 1930. He graduated at 
Dalhousie University in 1906, and was a very success- 
ful and much respected physician. For several years 
he represented Yarmouth County in the provincial 
legislature, and also identified himself with a number 
of other activities in the public interest. 


Dr. Henry Bentley Webster, one of the veterans 
of the Nova Scotia profession, died at his home in 
Kentville on June 5, 1930. Dr. Webster graduated at 
the College of Physicians and Surgeons, New York, in 
1872, and practised in Kentville for more than forty 
years. Owing to failing health, he retired from active 
work several years ago. He was not only a successful 
and much loved physician, but engaged in many non- 
professional activities, and was repeatedly elected to the 
mayoralty of Kentville. 


Dr, John Wheaton Willmot, who died on May 30, 
1930, at his home, in his 77th year, was one of the oldest 
medical graduates of Victoria University (1882). A 
native of Markham township, he was a descendant of 
a pioneer family in the district. His great-grand- 
father was the builder of the homestead in which each 
of the succeeding generations down to Dr. Willmot, 
was born. 


Dr. Willmot came to Toronto at an early age, and 
after graduation practised in many towns throughout 
the province. He is survived by his widow, formerly 
Miss Martha Lee; two sons, H. C. M. Willmot and S. V. 
L. Millmot; and two daughters, Mrs. George Wilson, of 
Barrie, Ont., and Mrs. H. Willmot of Detroit. 


cases. It is importent to note that a 5 per cent solution 
of iodine is ineffective and a 7 per cent is effective in 
SS per cent of cases. Two per cent mercurochrome- 
aleohol-acetone-water solution showed only 79 per cent 
efficiency. An aqueous solution of metaphen 1:2,500, 
or 0.04, produced sterilization in all of the fifty tests 
performed. Metaphen proved to be efficient in very 
high dilutions. Thus a 1:2,500 dilution of it, or 0.04 
per cent, was found to produce 100 per cent sterilization, 
while 7 per cent iodine and 2 per cent mereurochrome 
sterilized at five minute intervals to the extent of 70 
per cent and 50 per cent respectively. This indicates 
that better results were obtained with metaphen in 
dilution 175 and fifty times greater than those employed 
for iodine and mercurochrome, respectively.—J. Am. M. 


Ass. 94; 1199, April 19, 1930. 
























































































































































































































































































































































The Royal College of Physicians of Edinburgh 


The Royal College of Physicians will celebrate the 
two hundred and fiftieth anniversary of its foundation 
on St. Andrew’s Day, 1931. During the seventeenth 
century there was no proper medical school in Edinburgh, 
although the Incorporation of Surgeons had been giving 
anatomical demonstrations to its members and apprentices 
since its foundation in 1505. Attempts were made at 
various times under James I, Charles I, and Oliver 
Cromwell to obtain a charter for the foundation of a 
College of Physicians to regulate medical practice in the 
city, but these met with so much opposition from the 
universities, the surgeon-apothecaries, and others, that 
every scheme fell through, until in 1681 Dr. Rebert 
Sibbaid and some of his friends made a more determined 
effort. Sibbald tells in his interesting autobiography 
how the principal physician in Edinburgh, having been 
consulted regarding a dispute between the surgeons and 
the apothecaries, held several meetings, and again pro- 
posed the scheme for establishing a college. Soon after- 
wards James, Duke of York, came to Scotland, accom- 
panied by Sir Charles Scarborough, who. promised to 
assist the Edinburgh physicians by using his influence 
with the Duke and with King Charles; the influence of 
the Earl of Perth with the Scottish nobility was also 
secured in favour of the scheme. Dr. Sibbald was for- 
tunate enough to discover a warrant issued by King 
James I in 1621 directing the Scottish Parliament to 
introduce an Act for the establishment of a College of 
Physicians. This he showed to the Duke of York, who. 
on recognizing his grandfather’s handwriting, said that 
he would see the business done. He seems to have acted 
with much vigour, and after some concessions had been 
made to the surgeons, the town council, the universities, 
and other opponents, the Duke sent up a draft charter 
to London, which was returned signed by the King. The 
next day, as Sibbald says, he turned it into Latin, had 
it written out on parchment and sealed with the Great 
Seal on November 29, 1681, being St. Andrew’s Day. He 
adds plaintively: ‘‘It cost a great deal of money to 
defray the charges of the plea, and for getting it signed 
at court, and sealed here.’’ The patent was granted 
to twenty-one original Fellows of the College, whose 
names are mentioned. The town council followed four 
years later by appointing three of these Fellows—Sir 
Robert Sibbald (who by this time had been knighted), 
Archibald Piteairne, and James Halket—to be professors 
of medicine, although there is no evidence that they 
actually held elasses in this subject. The College was 
an active body from the first, and soon set about the 
formation of a library, the issue of a pharmacopeia, 
and, what was much needed in those days at Edinburgh, 
the establishment of a publie bath. In 1781 the College 
celebrated its centenary by the inauguration of a hall at 
the east end of George Street, Edinburgh, of which the 
foundation stone had been laid in 1775 by the celebrated 
Dr. William Cullen, then president of the College. The 
present hall was occupied in 1846. In consequence of 
legislative changes introduced by the Medical Act of 
1858, the provisions of the charter granted by Charles I 
became obsolete, and the College was invested in its 
present rights and privileges by a new charter granted 
in 1861. In 1726 the College of Physicians began to 
collect subseriptions for building an infirmary for the 
sick poor, which the Fellows bound themselves to attend 
without salary, and in 1729 they opened a small hos- 
pital of six beds at Robertson’s Close. This was the 
beginning of the Royal Infirmary of Edinburgh, which, 
at later dates, when the Infirmary moved to new buildings 
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or crises arose in its affairs, received generous donations 
from the College. The post of physician to the Royal 
Infirmary has now become a privilege which is open only 
to Fellows of this College, and many of them have ex- 
pressed the opinion that the best method of celebrating 
the two hundred and fiftieth anniversary would be to 
contribute a generous donation to the appeal which has 
been launched by the managers of the Royal Infirmary 
in connection with the bicentenary of this institution.— 
Brit. M. J. 1: 1065, 1930. 


Register of Biophysical Assistants 


The first register of biophysical assistants published 
by the Society of Apothecaries of London contains the 
names of 463 persons, arranged both a'phabetically and 
topographically, who have been given a diploma by the 
Society. This first batch of diplomates has been ad- 
mitted without examination, having offered satisfactory 
evidence of experience extending over two years in a 
hospital or three years in private practice in administer- 
ing physicotherapy under medical supervision. The 
conditions under which the diploma is held involve an 
undertaking that biophysical assistants will not under- 
take the treatment of any patient except under the 
direction and control of a doctor, that they will not 
advertise in a professional sense except in the recognised 
medical and nursing papers, will not sell goods to 
patients in a professional capacity, or accept secret 
commissions on the sale of goods. Their diplomas are 
returnable to the Society of Apothecaries if these regu- 
lations are contravened. In the future, recruitment to 
the register will take place by examinations, of which 
the first is to be held next month. The course of train- 
ing is to extend over 18 months, of which at least 12 
months shall be occupied in clinical instruction. The 
syllabus for Part I. includes anatomy, physiology and 
physics, and for Part II. the theoretical principles con- 
cerned with electricity, the various types of current used 
in medicine, radiant heat, light therapy, and medical 
diathermy. Chartered masseurs and masseuses will be 
exempt from Part I., and members of the Chartered 
Society of Massage and Medical Gymnastics who hold 
the Society’s certificates in medical electricity will be 
admitted to the register of biophysical assistants on 
signing the necessary undertaking and paying the re- 
quired fee. 

The establishment of the register arose out of a 
suggestion made to the Society of Apothecaries of 
London by a committee of the British Medical Associa- 
tion, following a resolution by the Representative Body, 
who were concerned for the protection of the publie 
from the risks of physical treatment by untrained 
persons. The need for qualified technicians has become 
an urgent problem since the popularity of rays of 
different wave-lengths has reached and even overtaken 
that of electric currents. The manipulation of radium 
and the adjustment of x-ray apparatus have such obvious 
dangers that quite untrained persons are not, perhaps, 
likely to attempt these procedures. It is doubtless for 
this reason that the registration of technicians skilled in 
handling radium and x-rays has been considered less 
urgent; moreover, the Society of Radiographers to some 
extent fills the need, since its members undertake to 
work only under medical supervision. To switch on lamps 
which emit rays, visible or invisible, on the other hand 
seems a simple job and many are tempted to assume 
that it ealls for no special skill. The fact that the 
erythema caused by large doses of ultra-violet light does 
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not appear at once, but is delayed fon some hours, is an 
additional reason for demanding an experienced ad- 
ministrator.—The Lancet 1: 1195, May 31, 1930. 


The Importation of Parrots 


On and after May 20 the importation into Great 
Britain of parrots and all birds of the parrot species 
is prohibited. The Ministry of Health has issued an 
order which states that in view of the fact that a 
considerable number of cases of psittacosis had oce- 
curred in England and Wales during the last two 
months, ‘‘the Minister is satisfied that, for the pro- 
tection of the public health, it is necessary to prohibit 
for the present the importation into this country of 
parrots, including in this term all birds of the parrot 
species.’ 

The regulations do not prohibit the importation 
of any parrot proved to be required for medical or 
veterinary research or which is consigned to the 
Zoological Society of London or to a person specially 
authorized by the Minister to import parrots other 
than for sale. 

A ‘‘parrot’’ means a bird of the species Psittaci- 
formes, and includes any of the birds commonly called 
parrots, parrakeets, love-birds, macaws, cockatoos, 
cockatiels, conures, caiques, lories, and _ lorikeets. 
Masters of ships are to notify the Customs and Excise 
officer of any parrot on board a vessel arriving in port. 


Insurance Against Mistaken Diagnosis 


The Westminster City Council has followed the 
lead of Stoke Newington in insuring its officers against 


claims arising out of errors in diagnosis, in view of 
the prevalence of small-pox and the notorious diffi- 
culties in its differentiation. The Westminster Health 
Committee has obtained quotations from insurance 
companies and recommends the council to insure its 
medical officer of health against such risks. Nine 
boroughs in London have now taken out such policies, 
and ten others are considering the advisability of so 
doing. 


The Birthday Honours 


The list of honours conferred by the King on the 
occasion of His Majesty’s sixty-fifth birthday includes 
the names of a number of medical men whose valu- 
able work in varied capacities is well known to the 
profession. Surgeon Vice-Admiral Arthur Gaskell, 
Medical Director-General, RB.N., Air Vice-Marshall 
David Munro, until lately Director of Medical Services, 
R.A.F., and Mr. William Coates of Manchester, who 
has identified himself with the Territorial Medical 
Service, are deservedly promoted K.C.B. The honour 
of knighthood to be conferred on Professor Leonard 
Hill, Dr. Eustace Hill, Mr. Harold Gillies, and Mr. 
Norman Bennett, recognizes distinguished work in pure 
and applied physiology, in hygiene and public health 
administration, in plastic surgery during the war and 
after, and in the science and practice of dental sur- 
gery. Dr. John R. Phillips, president of the Barbados 
Legislative Council, and Dr. B. H. Nanavati, formerly 
honorary surgeon to the Viceroy of India, receive the 
same honour. Professor J. Arthur Thomson, of Aber- 
deen, though not a member of the medical profession, 
has been so closely related to it that his knighthood 
will give widespread pleasure. 


ALBERTA 


We have on good authority that the Roman Cath- 
olic Sisters of Regina have purchased the Brett Sani- 
tarium and Hospital at Banff. It is their intention 
to have this institution reopened early in June. 


The Agricultural College at Youngstown, built ten 
years ago, is being remodelled for hospital purposes. 
The Provincial Government has sold this property to 
the municipality at a comparatively low figure. 


Three Alberta students graduated in Medicine 
from McGill University this year—J. E. N. Byers, 
A. F. Dunn and G. W. K. O’Toole, also three from 
Toronto University, R. M. Parsons, P. H. Malecolmson 
and J. L. Kubenek, 


The following have recently registered in Alberta: 
C. E. Davies, Wetaskiwin; R. B. Michener, New York; 


BRITISH 


The annual meeting of No. 6 District of the British 
Columbia Medical Association was held at Nanaimo on 
May 22nd. Dr. J. H. MacDermot, of Vancouver, spoke 
on Health Insurance, Dr. A. S. Monro, of Vancouver 
on Lodge Practice, and Dr. Lyall Hodgins on Diabetes. 

Dr. E. J. Ekins was elected President and Dr. A. 
P. Proctor, Jr., Sec.-Treas. The representative to the 
Executive of the British Columbia Medical Association 
is Dr. G. A. B. Hall. 


At the annual meeting of the Vancouver Medical 
Association on April 22nd, Dr. G. F. Strong was elected 


J. A. Wright, Fairview; A. Turnbull, Athabasca; J. W. 
Clark, Youngstown; G. N. Ellis, Edmonton; A. D. 
McPherson, Ponoka; H. G. Pretty, Peterboro, Ont.; 
F, P. McGowan, Gadsby; W. S. Armstrong, Edmonton. 


Dr. W. A. Lincoln, of Calgary, attended the annual 
meeting of the Ontario Medical Association in Toronto 
where he gave an address on ‘‘The causation of dis- 
ease.’’ 


During the latter part of June clinics and lectures 
were given in different centres in Alberta by Pro- 
fessors Oskar Klotz and J. G. Fitzgerald, and by Drs. 
G. E. Wilson and K. G. McKenzie, all from Toronto 
University. This is the second provincial tour under 
the Canadian Medical <Association’s extra-mural post- 
graduate scheme, 

G. E. LEARMONTH 


COLUMBIA 


President in succession to Dr. T. H. Lennie. During 
the year seven general and seven clinical meetings were 
held, as well as numerous meetings of the Eye, Ear, 
Nose and Throat and Pediatric Sections. 


The annual report of the Medical Health Officer of 
Vancouver, Dr. F. T. Underhill, for the year 1929, con- 
tains much interesting information. Total births were 
4,354; total deaths 2,210—showing an increase of births 
over deaths of 2,144. Excluding 135 still-births, the 
mortality in infants under one year was 33.53 per 
thousand, the lowest figure since 1925, which was 36.3, 
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and believed to be the lowest figure yet obtained on the 
continent in a city of similar size. 

Prematurity and congenital debility accounted for 
58 deaths; acute respiratory diseases for 25; while acute 
gastroenteritis caused only 6 deaths; and acute and 
chronic indigestion, due to improper feeding, caused 4 
deaths. April was the most dangerous month—23 


deaths occurring during that month as compared with . 


7 in July. Dealing with contagious diseases, there were 
300 cases of smallpox, with 1 death and 540 cases of 
diphtheria, with 20 deaths. Tuberculosis is still a 
sinister foe, showing 184 new cases with 196 deaths 
(some in previous year) of which latter 40 were from 
outside points and brought into the city for treatment. 
Amongst an estimated oriental population of 12,300 
there were 51 deaths from tuberculosis, as compared with 
an estimated white population of 215,893 with 145 
deaths from tuberculosis. 


Tenders have been called for the construction of 
a new hospital at Hazelton, B.C., to cost in the 
vicinity of $70,000. 






At the graduation exercises of the Saint John 
General Hospital, held in the Vocational School on 
May 27th, the address to the nurses was delivered by 
Dr. Victor Davidson, of the surgical staff. Dr. White, 
a member of the Commission and Mayor of the City 
of Saint John, addressed the graduates, representing 
the Commission. 


Dr. C. L. Gass, of Sackville, states that the Extra- 
mural Meeting held in Sackville and Neweastle during 
the month of May was an exceptionally successful 
one. The speakers were Dr. Grant Campbell and Dr. 
Elder, of Montreal. Dr. Campbell’s subject was ‘‘The 
use of Sera in the Treatments of infections.’’ Dr. 
Elder spoke on the ‘‘Injection treatment of varicose 
veins. ’’ 


The program of the annual meeting of the New 
Brunswick Medical Association is now definitely in 
shape and has been published. It is one of exceptional 
interest. The Society has been fortunate in securing 
speakers of international reputation for this special 
jubilee meeting, which is to be held at St. Andrews- 
by-the-Sea. 


The meeting of the American College of Surgeons 
(Maritime area) was held in Saint John on June 16th. 
Special speakers were advertised for this gathering. 


The medical profession in New Brunswick and 
Canada were shocked to hear of the death, recently, 






Work has been commenced on the nurses’ residence 
for the Halifax Children’s Hospital. 


Sixteen years, to the day, after a needle entered 
the hand of a Dartmouth lady, it recently made its 
reappearance below the knee and was removed— 
blackened but intact. 


A special meeting of the Halifax Branch of the 
Medical Society of Nova Scotia was held’at the 
Dalhousie Clinic on May 21st, when the members were 
favoured with an address on ‘‘Some recent advances 
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At the close of the recent session of the Provincial 
Legislature, the Victoria Medical Society entertained 
the medical members, the guest of honour being the 


Premier, the Hon. Dr. S. F. Tolmie. Dr. Harvey Smith, 
of Winnipeg, who happened to be in Victoria at the 
time, took the opportunity to extend a hearty invita- 
tion to the diners to come to Winnipeg in August. 


The annual graduation exercises of the Vancouver 
General Hospital were held on May 29th, 85 nurses 
receiving diplomas. 


A strong committee is at work preparing plans 
for the visiting British medical men who are expected 
at the coast following the Winnipeg meeting. 


Drs. F. C. Bell, F. P. Patterson, and F. J. Nichol- 
son, who have all been seriously ill, are making satis- 
factory recoveries. 

C. H. Bastin 





of Mrs. G. Clowes VanWart. Her own accomplish- 
ments were but complimentary to those of her dis- 
tinguished husband. We extend to the bereaved family 
our sincerest sympathy. 


Drs. G. A. B. Addy, H. L. Abramson, Mayes Case, 
and George Melvin were recently in Halifax as ex- 
aminers for the Dominion Medical Council. 


In the forthcoming provincial elections, two new 
men from the medical register appear as candidates in 
the city of Saint John, namely, Dr. Walter W. White 
and Dr. G. G. Corbet. 


Dr. Clarence Veniot, of Bathurst, attended the 
Executive meeting of the Canadian Medical Associa- 
tion in Toronto on the second of last month. 


Dr. A. Stanley Kirkland, President of the New 
Brunswick Medical Association, was the Association’s 
representative at the Ontario Medical Association, held 
in Toronto recently. Dr. Kirkland presented a paper 
on ‘The thymus gland.’’ 


Dr. O. MeDonald, for the last two years senior 
interne on the staff of the Saint John General Hos- 
pital, has recently recovered from a severe illness and 
is beginning practice in Saint John. 

A. STANLEY KIRKLAND 


in our knowledge of tuberculosis,’’ by Dr. John W. 
Flinn, of Prescott, Arizona. Dr. Flinn formerly prac- 
tised in Nova Scotia, and was heartily welcomed by 
his friends of the old days, and by the new friends 
whom he has made on visits to his home province. 
His address was most interesting and instructive, and 
was much enjoyed by those in attendance. 


The Refresher Course for Physicians, offered by 
the Faculty of Medicine of Dalhousie University, is 
to begin this year on September 8th and will continue 
five days. While the program has not yet been fully 
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arranged, it will be fully as interesting and instruc- 
tive as that of any previous year. This course has 
become very popular with physicians of the Maritime 
Provinces, and has, in fact, attracted attendants from 
places much farther afield. It is given without charge, 
and is open to any physician, irrespective of the 
college from which he graduated. 


At a meeting of the Provincial Medical Board, held 
in May, eighteen graduates of Dalhousie University 
were admitted to registration in the Medical Register of 
Nova Seotia. It was decided that hereafter the final 
professional examination for licensure may be taken in 
two parts. The first part, which includes written ex- 
aminations in Medicine, Surgery, and Obstetrics and 
Gynecology, may be taken after the completion of the 
fourth college year. The second part, embracing clinical 
and oral examinations in these subjects, may not be 
taken before the end of the fifth year. Should a candi- 


date so elect, all examinations may be taken at the end 
of the fifth year. 


On the evening of May 10th, the members of the 
Faculty of Medicine of Dalhousie University bade fare- 
well to Dr. John Cameron, who has been Professor of 
Anatomy at Dalhousie for fifteen years. In deference 
to Dr. Cameron’s wishes, the function was very informal. 
For a few minutes, Dr. A. Stanley MacKenzie, President 
of the University, assumed the chairmanship and ex- 
pressed the regret so generally felt that the University 
and the City were to lose one who had entered so 
largely into the life of both, and had won the esteem 
and affection of his colleagues, his students, and his 
associates in many activities. On behalf of the faculty 
he presented Dr. Cameron with a memento which his 
colleagues hoped would bring frequent happy recollections 
of his associations at Dalhousie. Dr. E. V. Hogan f« 
lowed in an address which abounded in wit and effec- 
tually dispelled any disposition to undue emotion. The 
health of Dr. Cameron was drunk with enthusiasm, and 
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was suitably acknowledged by the guest of the evening. 
After supper, the company joined in singing a series of 
Scottish melodies dear to Dr. Cameron’s heart, with the 
doctor himself presiding at the piano. <A. spirited inter- 


pretation of ‘‘Lochiel’s Warning,’’ by Drs. Burris and 
Murphy, added to the pleasure of the evening. Everyone 
endeavoured to eliminate the note of sadness, but Auld 
Lang Syne could not be sung without the realization 
that Dr. Cameron’s departure means much more than 
the creation of a vacancy in the Dalhousie faculty. 


The movement to establish the Victorian Order of 
Nurses at Glace Bay, to which reference was made in 
a recent issue, has resulted successfully, and three 
nurses are to be installed at once in that town. 


The Eastern King’s Memorial Hospital, at Wolfville, 
was dedicated and officially opened by Dr. F. W. 
Patterson, President of Acadia University, on May 27th. 
Construction work ‘was commenced in September last, 
and has been pushed steadily forward. Accommodation 
is provided for thirty patients. The cost is approxim- 
ately $93,000.00. Among the speakers at the dedication 
service was Dr. J. G. MacDougall, of Halifax, who 
contrasted the hospital situation in Nova Scotia to-day 
with that at the time he began medical practice, and 


declared that a hospital was the finest thing a community 
could have. 


It is reported that the Brett Hospital has been 
taken over by the Order of the Sisters of St. Martha, 
and that Reverend Mother Faustina has left Antigonish 
for Banff to complete arrangements for the enlarge- 
ment of the hospital. This Order originated in Anti- 
gonish, and the first hospital to be administered by 
it is the St. Martha’s Hospital of that town. Several 
other Nova Scotian hospitals have since come under 
the Order, and it may be considered good evidence 
of its success that it should now be asked to extend 
its activities to a field so distant from its initial 
venture. W. H. Hatrie 


ONTARIO 


At the meeting of the American Surgical Associa- 
tion, in Philadelphia on May 15 to 17, Dr. Primrose 
was elected President. He is probably the first Can- 


adian to occupy this position in this prominent organ- 
ization. 


The Charles Mickle Fellowship, which is awarded 
annually to that graduate in medicine of Toronto who 
may seem most deserving, was given this year to Dr. 
W. E. Gallie. 


The presentation of portraits of Dr. Primrose, the 
Dean of the Medical Faculty, and of Dr. MeMurrich, 
the retiring professor of anatomy, took place at the 
Hart House on May 10th, on the occasion of a com- 
plimentary dinner given to Dean Primrose and Pro- 
fessor MeMurrich by their many friends and pupils. 


On Thursday, May 15th, the Annual Meeting of 
the Renfrew County Medical Association was held at 
Renfrew. 

An address was given by Dr. W. 8S. Lyman of 
Ottawa, Counsellor of the District, followed by an 
illustrated talk by Dr. D. A. Carmichael, Superin- 
tendent of the Royal Ottawa Sanatorium. Dr. Car- 
michael stressed the value of early diagnosis and 


pneumothorax as a treatment in unilateral cases of 
tuberculosis. 


The meeting was followed by a dinner at the 
Hotel Kenfrew, with an attendance of eighteen doc- 
tors from throughout the County. 

It was decided that the next regular meeting of 
the Society should be held in Pembroke in the month 
of September. 


N. B. Gwyn 


Medical men of Waterloo county, to the number 
of about 40, gathered on the evening of June 12th at 
the Riverview golf club house, Galt, to tender a com- 
plimentary dinner to Dr. Ward Woolner, of Ayr, 
president-elect of the Ontario Medical Association, the 
first village practitioner to hold that office and the 


first Waterloo county doctor to have that high honour 
conferred upon him. 


After the dinner, Dr. Jas. Wardlaw, in the absence 
of Dr. J. L. King, President of the South Waterloo 
Medical Association, took charge of the meeting. Dr. 
Scott Hogg, of Preston, on behalf of the profession 
in Waterloo county read an address to Dr. Woolner, 
congratulating him upon his election to the highest 
office in medical circles in the province and then pre- 
sented him with an engraved ring. 

Addresses of congratulation were made by Dr. 
Livingstone, of Waterloo, who before the war was a 
partner of Dr. Woolner; Dr. Howard Holbrook, Ham- 
ilton, a vice-president of the O.M.A.; Dr. Oille of 
Toronto; Drs. McGanity and Ratz, of Kitchener; Drs. 
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MeQueen and Beaven, of Galt; Dr. Clifford, of Toronto, 
formerly of Ayr; and Dr. Coutts, of the Freeport 
Sanatorium. 

Dr. Wooiner, in replying to the presentation and 
complimentary remarks of the speakers, expressed his 
thanks to his fellow practitioners of the country for 
the honour they had bestowed upon him, remarking 
that he considered it an honour to be president of the 
O.M.A. especially so, since he was the first village 
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practitioner to hold the office and the first in Water- 
loo county. He said he was truly a representative of 
Waterloo county, since he, both of his parents, and two 
of his grandparents had been born here. His one 
great grandfather had come to Ontario from England 
as early as 1812. Dr. Woolner then reviewed his 
seven years of work as an officer of the Ontario 
Medical Association and gave an outline of the work 
of the Association. 


QUEBEC 


The report of Dr. 8. Boucher, Medical Officer of 
Health for Montreal, gives the figures on school medical 
inspection in that city since the beginning of the year. 
In that period, medical inspectors made 5,493 visits to 
schools, examined 25,119 special cases, made 65,706 
physical examinations, and found as a result 38,733 
physically defective pupils, with a total of 61,195 de- 
fects ascertained. A total of 36,638 dentally defective 
pupils were discovered. 

School nurses made 17,022 visits to schools. and 
14,630 to homes of pupils. Since the first of the year 
these nurses have examined 578,109 pupils, of whom 
152,333 showed disorders of some kind. There were 
6,124 children excluded from schools on account of ill- 
ness, of whom 5,229 were later readmitted. 

Dental inspectors gave 2,656 lectures which were 
attended by 176,381 pupils. Pupils examined totalled 
6,978, and among that number 3,798 defects were 
discovered. 

The psychiatric section examined 1,255 pupils, of 
whom 179 were found normal and 1,078 abnormal. Back- 
ward pupils discovered numbered 816. Psychological 
nurses inspected 1,707 pupils and made 101 domestic 
investigations. 

The Baby Health Centres held 430 sessions at which 
13,533 persons attended. Figures for anti-diphtherial 
innoculation show that 3,490 were given a first dose of 
antitoxin, 3,135 a second and 2,433 a third. 

There are 139 children’s boarding houses in the 
city, with 395 children being cared for. The department 
made 358 visits to these places and 18 special visits. 


Gratifying results during the past year, considerably 
better than those of any recent previous years, and the 
brightest prospects for the future that they have known 
for many years were reported at the annual meeting of 


the Montreal Dispensary. The treasurer’s report showed 
a balance of cash over liabilities, the first time this has 
occurred for a long period. A medical man has been in 
daily attendance at the dispensary, and attendance at 
clinics has almost doubled during the past year. 

During the year, Miss M. L. Parker, who had been 
nursing superintendent for some time, resigned, and the 
nursing staff is now directly under Dr. E. Howard 
Cayford, who is responsible to the board for the proper 
operation of all clinics. 

The balance sheet, taking real estate and buildings 
at a book value of $40,000, showed a balance of assets 
over liabilities of $26,227.42. 

The statement of income and expenditure showed 
receipts and cash carried forward from last year, of 
$12,129.80, and expenditures of $11,721.13, leaving cash 
on hand of $408.65. Actual collections against expenses 
showed an operating loss for the year of $965.14, and 
the credit balance of capital account is accordingly re- 
duced from $27,193. 26 last year to $26,227.42 this year. 


Dr. S. Boucher, Director of the Public Health De- 
partment of Montreal, reports that deaths in children 
under one year of age have decreased in 1930, as com- 
pared with 1929. The ratio for 1,000 births in 1930 is 
141.03, while in 1929 it was 141.98. 


In March this year there was an increase over the 
same month in 1929, the figures for this year reaching 
281 as compared with 229 in 1929. However in April 
there was a diminution, the total for April, 1930, being 
220 as compared with 276 for 1929. Since the beginning 
of the year infant deaths totalled 959, while in 1929 they 
reached 966. Deaths from diarrheal affections in 1930 
in children under one year have also diminished, there 
being 197 this year since January 1st as compared to 
206 in 1929. 

Contagious diseases show an increase of 2,500 in the 
first five months of this year as compared with the same 
period last year. The chief contributing factors are 
scarlet fever, chicken-pox, whooping-cough and mumps. 

The comparative list of these for the years 1930 and 
1929 is as follows, the totals being for the above years 
respectively: diphtheria, 347, 490; scarlet fever, 1,121, 
1,333; typhoid, 15, 18; measles, 963, 897; German 
measles, 333, 99; chicken-pox, 1,444, 581; whooping- 
cough, 1,267, 241; tuberculosis, 760, 728; cerebro-spinal 
meningitis, 22, 9; small-pox, 5, 35; erysipelas, 99, 117; 
puiulent ophthalmia, 1, 5; poliomyelitis, 3, 0; influenza, 
78, 222. 

Deaths from various diseases in March and April of 
the two years 1930 and 1929 are as follows: tuberculosis 
of the lungs, 172 and 152 respectively; pneumonia, 92, 
85; broncho-pneumonia, 105, 110; cancer, 143, 111; 
Bright’s disease, 113, 151; accidents, 75, 52. 


The fourth annual general meeting of the Laurentian 
Sanatorium Association, Inc., was held recently at the 
Royal Edward Institute, Montreal. 

The total number of patients accepted for admission 
to the sanatorium at St. Agathe, from January 1, 1929, 
to December 31, 1929, was 199. <A further total of 125 
persons were refused entrance for various reasons, of 
which number the greater part were found to be too far 
advanced in the disease. 

Dr. J. R. Byers, admitting officer, stated that in 
many instances this is due to ignorance and neglect on 
the part of the patient, and, in a smaller proportion, to 
th: lack of an early diagnosis by the family physician. 

Dr. F. L. Phelps, resident medical director, reported 
that 76.8 per cent of all the discharged cases have been 
cla-sified as apparently arrested. A further number of 
16.7 per cent did not improve and 6.5 per cent died. 

During the year 1929, an appeal was made for 
funds to assist in the carrying out of the work of the 
sanatorium and thanks to the generosity of Montreal! 
citizens the sum of $120,000 was subscribed. 

The total net deficit for 1929 is $36,718.12, a con- 
dition brought about by the fact that indigent pa- 
tients to whom the sanatorium gave a service of 63,832 
patient days, cost $2.33 per patient day (which is the 
average cost of all patients) while the rate received 
from the Provincial Government was $1.34. The finan- 
cial position of the sanatorium and an outline of its 
needs has been laid before the Provincial Government, 
which hrs these matters under consideration. 


A change has been made in the contribution to be 
made by the city of Montreal towards the mainten- 
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ance of the 200 beds reserved in the Sacred Heart 
Hospital for indigent tuberculous patients. 

Formerly the city maintained these beds at the 
rate of $1.37 a day, at a cost of $100,000 a year. A 
deputation from the hospital waited upon the City 
Executive and pointed out that $1.37 a day was no 
longer adequate and asked that the city raise its 
contribution. 

To meet the request, the hospital, city, and pro- 
vincial treasurer’s department have entered upon an 
arrangement which will increase the contribution to 
the hospital but will not add greatly to the city’s 
share. 

Under the new contract, the city agrees to pay 
$2.00 a day for each bed for the four months of 1930 
up to the end of April. From May 1, the city will 
pay $2.00 a day for 100 beds, while for the balance 
of the 100 beds available for tuberculous patients, the 
cost will be divided three ways, at the rate of $2.00 a 
day for each bed. The city will contribute one-third, 
the provincial government will pay one-third and the 
hospital will meet the remaining third out of its own 
revenues. This arrangement has been made possible by 
shifting 100 of the 200 beds from the city account to 
that of the Quebee Public Charities. The 200 beds will 
remain available as before for free care of indigent 
tuberculous patients. 


The medical staff of the Children’s Memorial Hos- 
pital, Montreal, is being reorganized and leading spe- 
cialists of the city are much interested in the de- 
velopment of this institution which in the future will 
be very closely affiliated with McGill University. 

The new wing on completion will be one of the 
finest and most modern additions ever made in a 
children’s hospital and will contain the Forbes 
Memorial Tower in commemoration of the late Dr. A. 
Mackenzie Forbes, through whose untiring efforts the 
present development has been made possible. 

The chemical and pathological laboratory facilities 
will be splendid and should allow valuable research 
work to be carried out in the future. The operating 
suite will contain every modern improvement required 
by most exacting and scientific surgeons. The nurses 
will be housed in the new wing until such time as a 
separate nurses’ home will be erected. 


An Exhibition of Anatomical Illustrations 

An extremely interesting and carefully arranged 
exhibition has been prepared in the Anatomical De- 
partment of McGill University, Montreal, on the his- 
tory of anatomical illustration. The university is for- 
tunate not only in possessing a good medical library 
of its own, but also in having the Osler Library in 
the same building. The two together provide a great 
store of material for exhibitions, of which the present 
display is an example. A very full catalogue of the 
exhibits has been printed, with an introductory his- 
torical sketch of the subject, in which it is pointed 
out how the older illustrations of anatomical works, while 
lacking our modern precision and clarity, were often 
superior in artistic taste, and, at their best, were hardly 
inferior in accuracy. The point is well supported by 
reference to such masterpieces of anatomical drawings 
as those of Leonardo da Vinei, Diirer (in his 
Menschliche Proportion), the woodeuts in Vesalius (not 
by Titian, but by one of his pupils, Stephen of Calear), 
and the very fine engravings in William Cheselden’s 
Osteographia. In the case of Leonardo’s work, of course, 
facsimiles only were available for this exhibition, but 
the Diirer shown is a first Latin edition (1532). The 
first and second editions of Vesalius, De Humani Corporis 
Fabrica, are both displayed; between the two libraries 
there are two copies of each of these, and the Cheselden 
is the very sumptuous 1733 edition. Eustachius, 
Fabricius, Descartes (his De Homine, published sixteen 
years after his death, and containing a ‘‘dissected’’ 
plate), are amongst those whose works are represented 
by first editions. An unusually rare and interesting 
volume displayed is Gautier d’Agoty’s Essai d’anatomie 
(1745), bound up with his Myologie complette (1745), 
and Anatomie de la téte (1748)—a series of elaborately 
coloured, but not particularly accurate, anatomical plates. 
It represénts one of the earliest uses of coloured mezzo- 
tinting in anatomical illustrations. The method was 
invented by Le Blon, who taught it to Gautier. The 
exhibition will be kept open until after the annual 
meeting of the British Medical Association in Winnipeg 
from August 26th to 29th. It is hoped that those who 
pass through Montreal on this occasion will find time 
to visit the Medical Building of McGill University, in 
which these libraries are housed and this exhibition is 
on view. 


SASKATCHEWAN 


Offcial announcement has been made of the ap- 
pointment of the members of the Saskatchewan Cancer 
Commission, as follows: Hon. F. D. Munroe, M.D., 
C.M., Minister of Public Health; Dr. R. O. Davison, 
director of communicable diseases branch, Department 
of Public Health; Dr. David Low, Regina. 

The commission was established through legisla- 
tion passed at the recent session of the legislature. 
Intended to be permanent in character, it has power 
to deal with the whole cancer problem as it exists in 
Saskatchewan, to purchase radium, and to establish 
treatment centres and consultative diagnostic clinics. 
In addition, the commission is called upon to under- 
take thorough educational work to acquaint the public 
with the dangers of delay in connection with condi- 
tions which may precede cancer development, and to 
provide that there will be available to the public a 
service in the diagnosis and treatment of cancer which 
will combine all the latest methods. 

Hon. Dr. Munroe, who represents the Moosomin 
constituency in the legislature, has been practising in 
Welwyn for twenty-two years. He graduated from 
McGill University in 1906. Dr. R. O. Davison gradu- 
ated from the University of Toronto in 1908, practised 


in Borden until 1921, when he was appointed provincial 
medical inspector in the Department of Public Health; 
in 1923 he became director of the communicable dis- 
eases branch. When, in November last, the department 
decided upon the development of a program to deal 
with the cancer problem in the province, Dr. Davison 
was placed in charge of the work as Director of 
Cancer Service. -Dr. Low graduated from MeGill Uni- 
versity with the class of 1889 but owing to the fact 
that he was only twenty years old he did not get his 
degree until 1890. He began the practice of medicine 
in Regina then the capital of the North-West Ter- 
ritories in July, 1890, and was Medical Officer of Health 
for Regina from 1894 to 1901. In 1925 he was 
president of the Canadian Medical Association. 


Dr. T. W. Walker, of Saskatoon, is taking a year’s 
rest on account of ill health. 


Dr. Lillian Chase, of Regina, addressed the North 
Battleford and District Medical Society on June 10 on 
‘*Diabetes mellitus. ’’ 
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Dr. J. C. Black, of Regina, has been appointed 
chief medical officer of the Saskatchewan Workmen’s 
Compensation Board. 


Dr. T. D. Kendrick who graduated from University 
of Toronto in 1925 and has recently been practising 
in Earl Grey has been appointed physician in charge 
of the Health Unit, with headquarters at Gravelbourg. 


Dr. C. L. Hames has been appointed Director of 
Child Welfare in the Department of Public Health, 
Saskatchewan. 







In the issue of Science dated May 2nd (p. 453) 
appears a statement that Dr. E. A. Doisy and his co- 
workers, Clement D. Veler and Sidney A. Thayer, have 
assigned to St. Louis University patent rights in con- 
nection with the crystalline ovarian hormone, the iso- 
lation of which Doisy announced at the thirteenth 
annual physiological congress in August, 1929. The 
terms of the donation provide that the eventual in- 
come, if any, is to be used entirely for the prosecution 
of research in the School of Medicine, the administra- 
tion of the funds to be subject to the general financial 
policy of the university. Arrangements have been 
made whereby one manufacturing company has been 
given an exclusive licence to operate the patent for 


The First International Congress for Mental Hygiene 

The first International Congress for Mental Hygiene, 
held in May, was a most interesting and significant occa- 
sion. The Canadian program, as presented by Dr. Hingks, 
was very well received and one heard very favourable 
comments on all sides. The delegates at the meeting were 
particularly interested in the Canadian National Com- 
mittee’s research program and the integration of the 
Committee’s interests with research work in several of 
the Canadian universities. There was a very strong 
Canadian delegation at the meeting, some thirty or more 
attending from Montreal, Toronto, Quebec, Ottawa, 
Winnipeg and Edmonton. 

One thousand delegates from fifty-six countries of 
the world learned of a new departure in the field of 
research. Dr. Clarence M. Hincks, medical director 
of the Canadian National Committee for Mental 
Hygiene, in discussing, at an international round table, 
the progress of the science in the Dominion, brought 
before the delegates the fact that in Toronto a group of 
700 unselected children ranging in age from birth to 16 
years, has been placed under observation for a period of 
20 years with a view to determining the factors which 
make for mental deviation or for the approach to the 
normal. Dr. Hincks explained that this was the only 
study of its kind in the world. Most other studies began 
with developed cases of deviation, and involved a search- 
ing backward. Some few individual cases have been ob- 
served, as in the present research, but in the Canadian 
experiment a large number are involved. As Dr. Hincks 
was careful to say, psychiatry was yet in its early 
stages, but he indicated that in time it would be possible 
to extend to school children the same service from this 
science as they now receive from medicine. 

Dr. Hincks listed six reasons for his belief in the 
progress of mental hygiene in Canada. The provincial 
Governments, he said, realized that mental disorders 
could not be stopped by bricks and mortar, and that it 
was essential to provide a comprehensive program for 
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Dr. Beverley C. Leech, director of the department 
of anesthesia of the Regina General Hospital, has 
announced that he has discontinued the general prac 
tice of medicine and will specialize in anesthesia. 


Dr. J. L. Brown, who graduated from McGill in 
1928, and interned a year at the Montreal General 
Hospital and a year at the Philadelphia Children’s 
Hospital, has begun the practice of pediatrics in 
Regina. 

LILLIAN A. CHASE 





eighteen months, but after this period the patent rights 
will not be restricted, and the licence to manufacture 
and distribute the product may be given to other firms 
under the same conditions as those imposed upon the 
first licensee. The Committee on Grants for Research 
recently formed at St. Louis University has provided 
that all developments in the preparation of the crystal- 
line hormone, in its clinical applications, and in the 
discovery of its properties, must be shared alike by 
the university on the one hand, and the licensee or 
licensees on the other. The Council on Chemistry and 
Pharmacy of the American Medical Association has 
approved of the name ‘‘theelin’’ for crystalline 
ovarian hormone prepared according to Doisy’s process. 





prevention and treatment. There was an eager desire 
on the part of parents and teachers for instruction in 
child guidance. The universities were ready to co- 
operate in research. Departments of Public Health and 
Education were desirous of including mental hygiene in 
their programs. The general public was sympathetic, and 
finally, there was a prevailing belief in Canada that 
mental hygiene was just in its infancy and that the 
country would benefit in its development. 


Health Insurance in Austria 


Dr. Ernst Kulka, gynecologist at the University 
Women’s Clinic in Vienna, writing in the New York 
Nation, says that a series of laws were passed under the 
influence of the rising power of the Socialists requir- 
ing every salaried worker to be insured for medical 
treatment by a Krankenkasse. Every servant girl, 
bell-hop, government official, or bank director, who 
received a salary, was thus insured; there were to be 
no exceptions. At present in Vienna 78 per cent of 
the population is insured. No provision has yet been 
made for independent peasant farmers. The average 
worker pays yearly about enough for twenty con- 
sultations with a physician or ten days at a hospital. 

The insurance companies are private but under 
government control. Aside from accident, invalid and 
old-age insurance, the Krankenkasse has a more peculiar 
function—the provision of all the medical needs of its 
members. It may allow each member a fixed sum de- 
pending on the disease he has and the attention he 
needs. With this sum he can do as he likes, paying 
the difference if he has expensive tastes. The other 
procedure is to provide directly for the patient ’s needs 
but at the same time to limit the patient’s freedom 
of choice. The physician may prescribe drugs only 
from the official Krankenkasse formulary. Under this 
system each district physician receives a fixed salary, 
about fifteen dollars a week, and has the right to 


XUM 


July 1930] 


NEws 125 








private practice in addition. The physicians are much 
overworked. They sometimes meet fifty or more pa- 
tients a day in addition to their private practice. The 
patients often feel neglected, and balk at being com- 
pelled to visit this one doctor. As a result there is 
often neither sympathy nor trust in the relation. 

The trades union insurance companies permit their 
members to choose their own physician from a long 
list of doctors under contract. These physicians are 
paid by the visit. The renumeration is small, but 
economic stress has obliged the majority of physicians 
to enrol. This last system is an improvement on the 
other, in so far as it permits the patient to be 
treated by the physician whom he trusts. Under the 
system where the patient could not choose his physi- 
cian and the physician was paid a flat rate regardless 
of how many patients he saw, the doctor had every 
incentive to cure his case as soon as possible. Under 
the other system where the patient had a choice of 
doctors the same conscientious deportment was expected 
from physicians. Most doctors were trustworthy, but 
certain patients went from doctor to doctor until they 
finally found one who would give them what they wanted. 
What resulted was a sort of conspiracy between a certain 
doctor and a certain patient that cost the Kasse a 
fortune, but, gave the doctor a fat income and the patient 
a pension or a vacation. 

Under this system, because of the elaborate 
machinery of operation, too small a proportion of the 
money goes for health. A new plan of health saving is 
therefore being proposed, under which a part of the 
salary would be put aside. It would remain the property 
of the original owner, but only in case of sickness could 
the money be withdrawn. When the person had at- 
tained a certain age the money would be returned as a 
pension. In case of death the residue would go in part 
to the legal heirs and in part to a general sinking fund. 
This sinking fund would be employed for use as loans 
without interest for cases of lengthy disability and 
operations. In cases of permanent disability a regular 
pension would be awarded; if the disability was not 
permanent the patient would slowly repay the loan. 

(L.A.C.) 





A Tragedy with B.C.G. Vaccine at Liibeck 


A disastrous sequel to the use of B.C.G. vaccine has 
been reported from the Hanseatic city of Liibeck. It 
appears that the Calmette method of protecting infants 
against tuberculosis has lately been brought to the notice 
of the Berlin Medical Society and the German Central 
Tuberculosis Committee, and Prof. His had invited Dr. 
Weill-Hallé, of Paris, to initiate a discussion at the 
Charité Hospital in Berlin. In Diisseldorf Prof. Schloss- 
mann had already reported favourably, and experience at 
the Children’s Hospital at Berlin was similar. At 
Liibeck, however, it has been otherwise. There the 
vaccine was employed on the official recommendation of 
the local health authority and 246 infants were treated 
on the lines indicated by Calmette. Of these 50 became 
severely ill with swelling of the inguinal and abdominal 
glands and other symptoms of acute tuberculosis. 
Fourteen deaths have been reported and others are 
expected to follow. Prof. Lange has been sent by the 
German Health Office to inquire into the cause of the 
disaster, which has not yet been ascertained. It seems 
clear that the original culture was purchased in Paris, 
further subcultures being made in Liibeck by Dr. 
Deycke, an experienced immunologist, who is confident 
that no mistake can have been made either in the 
preparation or in the distribution of the remedy at 


Liibeck. Local criticism is directed to the fact that the 
method was applied outside the hospitals and dispensaries 
and that midwives were instructed to give the vaccine to 
newly born infants (their parents being agreeable) not 
under immediate medical control. Prof. Guérin, of the 
Pasteur Institute in Paris, has however, declared that 
the vaccine of which a quantity was sent to Liibeck in 
the autumn of last year was in good condition and that 
a mistake must have been committed in its application. 
It was as usual sent in bulk for subculture on the spot, 
as the ampoules do not travel. 





The Second Congress for Sex Research 

The second International Congress for Sex Research 
will be held in London in the House of the British 
Medical Association, Tavistock-square, W.C., from 
August 3rd to 9th. The preliminary program provides 
for general meetings, to be held in the morning, at which 
problems of present interest will be reviewed by 
prominent workers. The afternoons will be devoted to 
discussions on the general papers and sectional meetings. 
Among the subjects to be discussed at the general meet- 
ings are puberty and maturity, problems of the physio- 
logy of the sexual glands, and hormone therapy. Mem- 
bership of the congress is restricted to persons engaged 
in teaching or research in biology, psychology, and allied 
sciences and to members of the medical profession. 
Thosa who wish to take part are invited to apply to the 
Congress Secretary, Department of Animal Genetics, 
King’s-buildings, The University, Edinburgh. 





The Fifth International Congress of Physiotherapy 


The fifth International Congress of Physiotherapy 
will be held at Liége from September 14th to 18th, and 
not as announced previously. Twenty-five countries have 
already appointed national committees, and the particu- 
lar subjects to be discussed will be: the réle of physio- 
therapy in the treatment of rheumatic disorders; physio- 
therapeutic treatment of the disorders of the central 
nervous system; and the university teaching of physio- 
therapy. There will be sections dealing with kineotherapy 
and physical education, radiology, electrology, and 
thermotherapy, hydrology, and actinology. Following 
this congress the second annual meeting of the Inter- 
national League against Rheumatism will be held in 
Liége from September 18th to 20th, and members of the 
congress will: be allowed to take part in all its meetings. 
Travelling concessions have been sanctioned by the 
French and Belgian Governments in connection with the 
congress, further details of which may be obtained from 
Dr. W. Kerr Russell, 126, Harley Street, W.1, London, 
Eng. 





International Society of Orthopedic Surgery 


The first congress of the International Society of 
Orthopedie Surgery will be held in Paris, under the 
presidency of Sir Robert Jones, from October 2nd to 
4th next. The subjects chosen for discussion at the 
congress are: (1) The treatment of congenital disloca- 
tion of the hip after the age of 15 years; on this sub- 
ject America, Germany, Great Britain, and Italy have 
been asked to supply speakers. (2) The treatment of 
injuries in the region of the wrist-joint, which will be 
discussed by representatives of France, Holland, and 
Sweden. The officers of this society are: President, Sir 
Robert Jones; Vice-presidents, Professor Vittorio Putti 
of Bologna and Dr. H. Gocht of Berlin; Secretary- 
general, Dr. Delchef of Brussels; and Treasurer, Pro- 
fessor A. Maffei of Brussels. The Secretary of the first 
congress is Dr. Albert Mouchet of Paris. 
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Book Reviews 


System of Bacteriology in Relation to Medicine. By 
various authors. Vol. 5. 505 pages. Price 1/1 per 
volume; 8/8 per set. (Medical Research Council). 
Published by His Majesty’s Stationery Office, 
London, 1930. 

Volume V of this system of bacteriology retains the 
high standard set by the preceding volumes which have 
already been reviewed in these pages. 

This volume contains thirteen chapters dealing with 
important groups of bacillary organisms, chief amongst 
which are those of glanders, diphtheria, tuberculosis, 
leprosy, brucella and anthrax. 

The chapter on the Brucella group of organisms 
should be of special interest to the readers of this 
Journal. 

The illuminating review of the interesting and com- 
paratively recently known disease, tularemia, is based 
largely on the numerous researches that have emanated 
in recent years from the Washington Public Health 
Bureau. 

There are no illustrations in this volume. 
nature of the text however is quite sufficient. 

As the title of this system indicates the science of 
bacteriology is dealt with in its relation to medicine, and 
throughout the volume this feature is consistently main- 
tained.- Each chapter is a comprehensive, yet concise, 
treatise of the known facts of the organism concerned, 
and the appended bibliographies give adequate references 
to the published works of importance. Following a 
short introduction to each chapter there is an historical 
sketch setting forth in summary form the various steps 


The lucid 


in the evolution of our knowledge of these organisms. 
Other sections deal with the morphology, cultural 


characteristics, and biochemistry of each group of 
bacilli. The various serological and immunological 
phenomena, the pathogenesis, pathology, incidence, 
geographical distribution and spread of these diseases 
as they affect both man and the lower animals, are fully 
discussed. Excellent chapters on experimental work are 
included. 

The various specific diagnostic tests and specific 
forms of treatment are described in detail and their 
relative importance carefully estimated. The sections 
on laboratory diagnosis are of great practical value to 
the laboratory worker. 

In reviewing this volume one is impressed by its 
completeness, yet conciseness, and the very able appraise- 
ment the authors have made of the enormous numbers 
of observations concerning these organisms and the 
diseases they produce. 

These features combined with the systematic ar- 
rangement of each chapter into sections and the care- 
fully selected bibliography, make it a very practical and 
a valuable reference book for both the clinician and 
bacteriologist. J. PRITCHARD 


Principles of Bacteriology and Immunity. W. C. 
Topley, M.A., M.D., M.Se., F.R.C.P., Professor of 
Bacteriology and Immunology, University of 
London, and G. S. Wilson, M.D. Volumes 1 and 
2. 1300 pages, illustrated. Price $15.00. William 
Wood & Co., New York, 1929. 

The writers of these volumes emphasize the need 
for a more comprehensive text-book on bacteriology 
than exists at present. The system now being issued 
by the Medical Research Council will meet this need, 
but it is not designed for the average student, useful 
as it may be for reference. The present book is more 
convenient in size. It also differs in its method of 
dealing with the subject. Detailed methods of tech- 
nique are largely omitted. This it seems to us is well 


advised. Probably nothing tends to repel the ordinary 
reader of bacteriology more than a mixture of tech- 
nical laboratory instruction which he cannot at the 
moment make use of, with the discussion of general 
principles of which he is in search. The laboratory 
worker should have his laboratory manual as well. 

But even so the subject of bacteriology is 
peculiarly difficult of compression. There is so much 
that is uncertain, and choice has to be made from a 
great mass of publications, both old and new. In 
the present instance the manner in which the litera- 
ture has been surveyed is excellent, and the references 
given are very complete. 

It is pointed out that the science of bacteriology 
has been developed by approaches rather different from 
those of other branches. Pasteur and the earlier 
workers were concerned more with what bacteria did 
than with what they were, and even now it is the 
effects of bacteria om our bodies and food and in 
commerce that occupy men’s mind chiefly. The life 
history of bacterial forms has always waited on its 
application. Of course the study of bacteria them- 
selves is now being more systematically pursued, but 
bacteriology still depends largely on what is learned 
from allied branches such, for example, as immunology. 

Then too bacteriology leads one to the borderland 
between living and inanimate matter, and, as if it 
were not hard enough to draw a clear distinction here, 
the difficulty arises that some forms of organisms (/) 
are invisible, so that their study can only be made 
by indirect methods. 

Turn where one may in bacteriology there are 
unanswered, questions of form and function, and this 
book fills a great gap in its method of assembling 
what is most certainly known on these questions. 
Since bacteriology alters and is added to so quickly 
no book on this subject can hope to remain unchanged 
for long, but the present one has built up a clear and 
concise statement of our knowledge at present, and 
with fresh editions should remain for some years a 
satisfactory book of reference, and, more than that, 
one that is written in an unusually pleasant and 
stimulating style. H. E. MacDermor 


The Bacteriophage and its Clinical Applications. F. 
D’Herelle, Professor of Bacteriology, Yale Univer- 
sity School of Medicine. Translated by George H. 
Smith, Professor of Immunology, Yale University 
School of Medicine. 252 pages. Charles C. Thomas, 
Springfield, Ill., 1930. 

The author of this book places before the reader a 
concise statement of his views on the bacteriophage, its 
nature, distribution, relation to bacteria and its employ- 
ment in the treatment and control of disease. 

The earlier chapters are devoted to a discussion 
regarding the nature and activities of the bacteriophage, 
and the author advances evidence in confirmation of his 
claims that the bacteriophage is a living organism infra- 
visible and filterable, multiplying only at the expense of 
living bacteria. He indicates the methods of isolation 
and propagation and discusses clearly, though briefly, 
the interaction between bacteriophage and bacteria 
under varying conditions. Rapid transfers of bacterio- 
phage (free of bacteria) from culture to culture of the 
bacteria for which it is adapted, results in the enhance- 
ment of virulence, whereas the continued existence of 
bacteriophage in contact with the same culture, or the 
transfer of bacteriophage and bacteria from culture to 
culture, causes the development of a symbiotic relation- 
ship between the parasite and host, a state of equilibrium 
due to resistant qualities developed by the bacteria and 
loss of virulence on the part of the bacteriophage. 
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The last three chapters are devoted to the clini- 
cal application of bacteriophage in the treatment and 
control of infectious diseases. Asiatic cholera and 
bacillary dysentery have proved particularly amenable 
to treatment by suitable bacteriophage in the acute 
stages. The facts related regarding the curtailment 
of cholera epidemics by the judicious employment of 
bacteriophage read like fairy tales. 

The author regards the natural cessation of epi- 
demics of at least some infectious diseases as resulting 
entirely because of the natural widespread distribution 
of bacteriophage of enhanced virulence for the par- 
ticular causative bacteria. With regard to dysentery 
the following statement appears, ‘‘The Brazilian gov- 
ernment has prepared, since 1924, cultures of bacteri- 
ophage highly virulent for dysentery bacilli. . 
this mode of treatment has quickly supplanted all 
other, including the use of antidysenteric serum, which 
has been abandoned. The results obtained in the first 
10,000 cases have been published and only two fail- 
ures recorded.’’ (p. 155). 

The use of bacteriophage for typhoid and para- 
typhoid fevers has been disappointing. For strepto- 
coccus, staphylococcus, B. colt and other infections, both 
acute and chronic, its use is discussed, though in these 
the beneficial results, while appreciable, appear to have 
been less spectacular. 

The book, though written with a view to acquaint- 
ing medical practitioners with the subject, should prove 
of great interest to many workers in various fields of 
biology, particularly to bacteriologists, immunologists, 
and epidemiologists. R. M. SHAW 


Mechanism of the Heart and its Anomalies. Emile 
Geraudel, Chief of Laboratory, University of 
Paris. Translated by Louis Faugeres Bishop, M.A., 
M.D., Se.D., F.A.C.P., and Louis Faugeres Bishop, 
Jr., Ph.B., M.D. 266 pages, illustrated. Williams 
& Wilkins Co., Baltimore, 1930. 

In this book the author initiates a new theory of 
cardiac mechanism. The volume is divided into two 
parts, the first containing the author’s electrocardio- 
graphic studies, and the second giving both the ac- 
cepted theory of the cardiac mechanism and his own 
ideas. The book is dedicated to Professor H. Vaquez, 
who speaks of the objects of the book in his fore- 
word. ‘‘His only ambition is to give the reader 
occasion for reflection and to convince him that, what- 
ever one may think, the problem of the mechanism of 
the heart’s action is not yet completely solved.’’ 

The author believes that two distinct rhythms 
exist in the heart: 
atrionector (sino-auricular node); and the ventricular 
under the domination of the ventriculonector (node of 
Tawara and bundle of His). All disturbances of 
mechanism are the result of changes in the circulation 
of these two dominant centres. 

It is possible only to mention a few of the changes 
which the author wishes to make in our present ideas 
of the heart’s action. We are told that the so-called 
‘*bundle branch lesions’’ are in reality not due to a 
disturbance of stimulus condition in the specific sys- 
tem but are the result of claudication of the con- 
tractile myocardium as a result of circulatory disturb- 
ances of the arteries which supply it with blood. The 
well known ventricular complex of this lesion repre- 
sents the algebraic sum of the electric variations pro- 
duced at each of the successive moments of which the 
duration of a ventricular systole is composed. 

The author believes that a premature beat differs 
from the normal only in its precocity. It arises as a 
result of an alteration in the amount of blood in the 
cardiac centre, (atrionector or ventriculonector). The 
deformity of the electrocardiogram by which we re- 
cognize it is due to the fact that the premature 
systole occurs at a moment when the myocardium is 
not normally relaxed. If the author is correct, the 
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P. R. interval of the electrocardiogram represents the 
time between the moment the sino-auricular node gets 
its systolic blood and the moment the bundle of His 
is supplied with blood, as the result of systole. I 
take it that this would really represent the difference 
in the length of the artery to the node and that to 
the bundle. In view of the known sensitivity of all 
portions of the heart to disturbances in its nutrition, 
the author has a very solid groundwork for his 
theories. The reader of the book may or may not be 
able to satisfy himself that differences in the circula- 
tion are responsible for all the departures from normal 
which we see in the mechanism of the heart. 

The writer of this review is very conscious of 
the immense amount of work which the production of 
this book entailed. The large number of electrocardio- 
grams, some of them very unusual, which go to make 
up a good part of the book, must have meant the 
examination of many thousands of tracings. The book 
is to be recommended to all students of cardiology, 
especially those who are satisfied with the accuracy 
of their present knowledge of the cardiac mechanism. 

LEONARD MURRAY 


Hypertension and Nephritis. Arthur M. Fishberg, 
M.D. 566 pages, illustrations. Price $6.50 net. 
Lea & Febiger, Philadelphia, 1930. 


This volume deals with the present knowledge of 
the heterogeneous group of diseases traditionally in- 
cluded under the term Bright’s disease, and is written 
primarily from the point of view of the actual prac- 
tice of medicine, aiming to summarize for the prac; 
titioner the information that practice, clinical and 
laboratory, has yielded regarding hypertensive and 
renal diseases. Unfortunately, the author is apt to 
quote too much from the work of others and to lay too 
little stress on the main points, especially in view of 
his own extensive work. Apart from this fault, if 
it may be called such, the book is well written and 
comprehensive. The first chapter deals with the path- 
ological physiology of renal function, and the second 
with tests of renal function, where particular emphasis 
is laid upon the specific gravity test, owing to its 
simplicity and ease by which the ordinary practitioner 
can carry it out. Subsequent chapters deal with 
albuminuria and urinary casts, edema and its path- 
ology, uremia, arterial hypertension, hypertensive en- 
cephalopathy, hypertensive retinitis, and the classifi- 
cation and description of Bright’s disease. The latter 
part of the book describes essential hypertension, its 
etiology, pathogenesis, clinical picture, diagnosis, pro- 
gnosis and treatment. The last short chapter is de- 
voted to renal and hypertensive disease in pregnancy. 
Particular attention is given to symptomatology, as 
the author believes it to be fundamental to accurate 
diagnosis. It is emphasized that a study of blood 
chemistry is necessary only in a minority of patients 
with high blood pressure and that determination of 
either the urea or the non-protein nitrogen of the 
blood furnishes all the required information without 
the necessity of more detailed or involved tests. Like- 
wise, under treatment, relatively simple dietetic meas- 
ures are recommended. 

On page 341 the statement that the outlook in 
acute glomerulo-nephritis is, in general, comparatively 
good is comforting, but it is not the finding of many 
clinical observers, although references are made to the 
observations of Caiyer,, Hansberg, Rosenfeld and 
Rechenstamm and others. 

Chronic glomerulo-nephritis here includes the sub- 
acute nephritis of the pathologist, and Fishberg holds 
that it is apparently more likely to result when the acute 
attack follows sore throat or exposure to cold, though he 
admits no good statistics are available on this point. 

Focal nephritis, formerly grouped with embolic 
nephritis under the collective term hemorrhagic nephritis, 
i.e, a sort of pyemia, is a term employed for cases 
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where the condition occurs at the height of the infection, 
being unlike the acute glomerulo-nephritis type which 
most often, though not invariably, occurs after the 
primary infection has started to subside, e.g., scarlet 
fever (3rd week) and tonsillitis. It is regarded as the 
direct action of the micro-organisms on the renal struc- 
tures. In corroboration of this the author points out 
that bacteria can generally be demonstrated in the renal 
lesions, in cultures of the urine, which is not the case 
in the glomerular variety. 

The section on essential hypertension is well written 
and includes those cases of chronic hypertension which 
neither clinically nor anatomically can be demonstrated 
to have evolved from antecedent inflammatory disease 
of the kidneys or urinary obstruction. It is regarded as 
analogous to pseudo-leukemia until some of the individual 
diseases thus characterized were differentiated, e.g., 
Hodgkin’s, lymphosarcoma, true leukemia, etc. 

Essential hypertension is thoroughly investigated 
and described from all its aspects and its treatment. 
The coining of new terms such as_ hypertensive 
retinitis or neuropathy for albuminuric retinitis and 
hypertensive encephalopathy for the cerebral and 
nervous symptoms in nephritis, while sound, is apt to 
cause confusion in the minds of those for whom this 
book has been primarily written. A more extensive 
summary at the end of each chapter, for rapid refer- 
ence would have been desirable. The bibliography is 
excellent and the illustrations clear. 

This book may be cordially recommended to all 
practitioners and others interested in renal conditions, 
and is an excellent work of reference. 


K. A. MacKenzu: 


Action of Muscles. Sir Colin Mackenzie, M.D., 
F.R.C.S., F.R.S. (Edin.), Professor of Comparative 
Anatomy and Director of the Australian Institu- 
tion of Anatomy, etc. Second edition. 
100 illustrations. Price 12/6. 
Ltd., London, 1930. 


304 pages, 
H. K. Lewis & Co. 


Sir Colin Mackenzie has written a book which will 
take its place beside the classical works of John Hunte;, 
John Bell and Hilton. Continuously asking himself the 
questions How? and Why?, he has, unconsciously perhaps, 
built a bridge between modern experimental physiology, 
clinical experience, and anatomical facts. A child of the 
War years, the book still bears the stigmata of its war- 
time gestation and birth. In places the comparative 
anatomy is a little hard to follow. In others the ex- 
pression is a trifle obscure. But these are small faults. 

The refreshing features of this book are too many 
to be dealt with in detail. The principle that every 
muscle has just one function and one alone is explained 
and examples are given. The discussion on the positions 
of anatomical rest and the principles underlying the 
adoption of these are worthy of careful study. A section 
on the rest posture which has been added in this edition 
contains too many general statements and too little exact 
detail. It could have been omitted with advantage. The 
idea of complete rest, without massage or electrical 
treatment, in cases of poliomyelitis is sound physiology, 
and apparently productive of good results. The muscle 
with its motor and sensory nerves forms a functional 
unit. Passive or active movement must stimulate the 
sensory endings and the already irritated anterior horn 
cell is thus bombarded by nerve stimuli in addition to 
the rapier thrusts of the toxins. 

To the student eager to make use of his anatomical 
training, to instruct the teacher in the re-vitalisation of 
one part of human anatomy, and to the busy practitioner 
wondering how he should ‘‘put up’’ a certain fracture, 
this book offers interest, new ideas, and useful informa- 
tion. One great lack is a full and complete bibliography. 

J. BEATTIE£ 
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Infant Nutrition. Williams McKim Marriott, B.S., 
M.D., Professor of Pediatrics, Washington Uni- 
versity School of Medicine; Physician in Chief, 
St. Louis Children’s Hospital, St. Louis. The 
C. V. Mosby Co., St. Louis, 1930. 

The purpose of this book is stated to be the sum- 
marizing of ‘‘present-day knowledge concerning the 
nutritional requirements of infants under normal and 
pathological conditions and to indicate the effects of 
failure to meet any or all of these requirements. . .’’ 

So important is the relationship of infection to 
nutrition that a separate chapter is devoted to the 
subject. It is becoming recognized that many of the 
disturbances of infants which have previously been 
attributed to dietary faults are in reality the result 
of infections. The relationship, however, is a reci- 
procal one, for infections often occur because nutri- 
tion has been inadequate. An infant suffering from 
an unrecognized otitis media cannot be made to thrive 
by merely changing the feeding formula, nor on the 
other hand can an infant with a chronic infection be 
expected to overcome the infection unless the diet 
is an adequate one. 

Throughout the book an effort has been made to 
stress the importance of the chemical pathology of 
the body as related to feeding and nutrition, for an 
understanding of this enables one to apply therapeutic 
procedures much more intelligently. This phrase of 
the subject receives special consideration in the 
chapters on anhydremia, acidosis and _ alkalosis, 
rickets, and tetany. 

In these chapters, written in collaboration with 
Dr. A. F. Hartmann, Dr. Marriott explains his con 
ception of the chemical changes associated with the 
severe disturbances of nutrition in infancy. 

Dr. Marriott presents clearly, and with delightful 
brevity, the rationale of his successful methods of 
infant feedings, and the basic principles which he 
follows, illustrating his points with actual case his- 
tories. The use of concentrated acid milk mixtures, 
using fresh, dried, or evaporated milks, is fully ex- 
plained. Due importance is given to the relationship 
of acute and chronic infective processes to nutritional 
disturbances. 

The book is to be highly recommended to general 
practitioners as a working basis for the difficulties of 
infant feeding. It may be found, however, that the 
solution of the chemical problems is rather deep read- 
ing. To medical students this book should show the 
ease with which most of the problems cf infant feeding 
can be solved. While some of thea points covered lie 
still within the field of controversy, which the author 
admits, the method of approach to their solution is 
worthy of study by those interested in the problems 
of infant nutrition. R. R. STRUTHERS 


Tuberculosis Among Children. J. Arthur Myers, Ph.D., 
M.D., F.A.C.P., Chief of Medical Staff, Lymanhurst 
School for Tuberculous Children, etc., and others. 
208 pages, illustrated. Price $3.50. Charles C. 
Thomas, Baltimore, 1930. 


This is the type of book over which the reviewer 
readily becomes enthusiastic. It deals with a subject 
concerning which there is, apparently, a great deal of 
misconception and unnecessary pessimism; there is also 
a prevalent lack of appreciation of the dangers of infec- 
tion and the necessity for prevention. All these points 
are dealt with in the compass of this small book, in a 
pleasing style, in a readable manner, and with due 
brevity. The material is divided into tuberculosis in 
infancy, in early childhood, and in ‘‘teen’’ age children, 
and the types of tuberculous lesions found in subjects 
in these three groups are fully dealt with. The author 
points out, as does Dr. Krause in his introduction, the 
possibility of apparently complete healing of tuberculous 
infections in infancy, which is different from the views 
previously held of its necessarily fatal termination. The 
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incidence of severe tuberculosis of the adult type in 
older children is strikingly brought forward. Stress is 
also laid on the incidence of family and contact infec- 
tions. Treatment according to modern methods is 
stressed, particularly the use of artificial pneumothorax 
for unilateral lesions in older children. 

Such a book is heartily to be commended for the 
general practitioner and for the senior medical student. 
It gives quite the best review of our present conception 
of tuberculous infection among children which the re- 
viewer has seen. As Dr. Krause says in his introduction 
‘Tt is a privilege to speed on its way a book by an 
author who has been in the forefront in assembling data 
on tuberculosis in childhood. Here, in the present 
volume, is this rich mine of information displayed as a 
whole ‘for the first time.’’ Such an _ introduction 
warrants enthusiasm for this book among those interested 
in tuberculosis in children. R. R. STRUTHERS 


The After-Treatment of Operations. P. Lockhart- 
Mummery, F.R.C.S., M.A., M.B., B.C., Senior Sur- 
geon, St. Mark’s Hospital for Cancer, ete. 5th 
edition. 281 pages. Price $2.50. Macmillan Co. 
of Canada, Toronto, 1930. 


The continued popularity of this work, as shown 
by the recent publication of a fifth edition is ex- 
plained, we believe, by its practicality. The care of 
the post-operative patient is taken up in detail, with 
explicit and authoritative directions for the treatment 
of such complications as are most likely to arise. 
Those minor points which add to the comfort and 
safety of normal convalescence are not omitted. The 
personality of the author is kept before the reader. 
The book is written clearly. The illustrations are few 
and are used only where necessary to supplement the 
text, and not for embellishment. Added chapters on 
blood transfusion and on post-operative urinary infection 
make this edition more complete. We note that massive 
collapse of the lung is not discussed, nor is mention 
made of parathormone in post-operative tetany, hyper- 
tonic saline intravenously in suspected post-operative 
obstruction, nor ephedrine in shock. ~ 

‘*Arthritis,’’? on page 54, is surely a misprint for 
‘* Arteritis’’. 

In this comparatively small book there is a wealth 
of valuable material, all of which reflects the author’s 
authoritative opinions on the subject of post-operative 
treatment. D. F. BUSTEED 


Minor Surgery. Arthur E. Hertzler, M.D., Chief Sur- 
geon, Halstead Hospital, and Victor E. Chesky, 
M.D., Chief Resident Surgeon Halstead Hospital. 
Second edition. 602 pages, 475 illustrations. 
Price $11.00. St. Louis: C. V. Mosby Co. Can- 
adian Agents: McAinsh & Co. Ltd., Toronto, 1930. 


This popular work appears in its second edition, with 
37 added illustrations and some additions and corrections 
of the text, but is essentially unchanged. It is now, 
more than ever, the delight of the interne, the dispensary 
student, and the young graduate who finds himself in 
the midst of an industrial practice and has to think and 
act fast, often with little previous experience to draw 
from. 

It is an effort to set forth a wide and varied clinical 
experience in such a form that he who moves amongst a 
lot of surgical ailments may rapidly read and easily 
understand. The book claims to cover the field of minor 
surgery only, but there are many conditions described 
which reach well into the major rank. And besides, the 
line of cleavage is often faint. Some of the worst 
surgical tragedies come from error in what is usually 
classed as minor surgery. This thought is suggested in 
the chapter on infections of the hand—one of the best 
in the book—where the author says, ‘‘There are ten 
surgeons who can do a hysterectomy to one who knows 
how to open these deep infections. ’’ 
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The intensive clinical character of the text leaves 
little scope for pathological discussion and this is 
purposely left out. Minute details of clinical procedures 
and operations are not over emphasized and consequently 
the book escapes much overloading, which rather pro- 
motes the object the authon has in view. It is excellent 
for the young doctor; and the older disciple can have 
a really good time amid its pages and a fair chance of 
improving his knowledge and technique. 

GEORGE H. MURPHY 


Tonsil Surgery. Robert H. Fowler, M.D., Fellow of 
the New York Academy of Medicine, ete. 288 
pages, 103 illustrations. Price $10.00. Philadelphia: 
F, A. Davis Co. Toronto: Macmillan Co. of Canada, 
1930. 


In this interesting book, the author has made an 
attempt to summarize the known facts about the tonsil. 
In a foreword Dr. Alex Carrell says that formerly the 
tonsil was at times incompletely extirpated, or removed 
with fragments of muscle, leaving an irregular and 
easily infected surface in the throat. The new opera- 
tion described by Dr. Fowler removes the whole tonsil 
in its capsule without trauma to the other tissues, leaving 
the fosse covered with an intact fascia which greatly 
facilitates healing. 

The anatomy and development of the tonsil and 
the structures in relation to it are clearly illustrated, 
especially a muscle hitherto undescribed which the author 
calls the tonsillo-pharyngeus. Dr. Wingate Todd of the 
Western Reserve University is given credit for under- 
taking the research in connection with the muscular 
attachments of the tonsil, and it is upon his work that 
the operation which Dr. Fowler describes is based. 

While illustrating and describing all the various types 
of tonsil operations, the author finds that the trend which 
all manifest in common is the approach to a muscle- 
free dissection. A successful operation should be judged, 
he thinks by the removal of the whole tonsil, and 
nothing but the tonsil. He has compiled some interesting 
statistics collected from his own, and from various other 
clinics of children examined before and after tonsil- 
lectomies. The results merit study and on the whole are 
extremely satisfactory. In adults the records of one 
hundred tonsillectomies after one year have also been 
recorded and were found to be less gratifying than with 
children. Such a small number of cases is however, 
hardly enough to base any reliable statistics upon. 

In a total of 250,000 tonsil operations in the United 
States in ten years, there were 33 fatalities, 14 of these 
from hemorrhage. 

The author concludes that the great majority of 
fatalities after tonsil operations are preventable. Pul- 
monary abscess was found by Moore to occur in the 
proportion of one to 2,500 to 3,000 tonsillectomies. 

The laryngologist will find the book useful for 
reference, and to all those doing tonsil surgery it will be 
a valuable aid. G. E. HopGE 


The Clinical Examination of the Nervous System. G. 
H. Monrad-Krohn, M.D., F.R.C.P., with foreword 
by T. Grainger Stewart, M.D., F.R.C.P. Fifth 
Edition. Price 7/6d. H. K. Lewis & Co. Ltd., 
London, 1930. 

The fifth edition of Professor Monrad-Krohn’s 
excellent manual of examination of the nervous sys- 
tem appears just two years after the fourth edition. 
In size and form it is exactly like its predecessor. All 
the good features that have made former editions so 
acceptable are unchanged, and a number of clinical 
items that have gained the confidence of the profession 
in the past two years are included. 

Among tests for uncovering cerebellar dysfunction, 
the. ‘‘compass gait’’ is described. Ventriculography 
and encephalography are concisely described, and an- 
other addition sets forth briefly the use of hypertonic 
solutions in the reduction of increased intracranial 
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The New Treatment 
of 


Puerperal Septicaemia 


; Reports of experiments carried out in Great Britain (vide The British Medical Journal, June 1st, 1929, p. 984) show that 
cases of puerperal septicemia, with hemolytic streptococci, can be cured by the simple administration of therapeutic doses of 
the well-known B.D.H. Vitamin Product 


RADIOSTOLEUM 


The importance of this discovery and its possible influence upon the maternal mortality rate is obvious. 


The administration of Radiostoleum produces in the body an increased power to resist the attacks of septic and infective 
micro-organisms, and it is the logical sequence that in an effort to reduce maternal mortality the reserve should be built up during 
the ante-natal period by administrations of prophylactic doses of Radiostoleum. 


Radiostoleumfis issued— 
In Capsules — for prophylactic adminstration 
As a liquid — for therapeutic treatment 


Stocks are held by the principal pharmacists, but in case of difficulty in obtaining supplies application should be made to 
one of the B.D.H. stockholders: 


The Drug Trading Co., Drugs Limited, B. C. Drugs Limited 
6 Ontario Street, Lydia and McDermott Sts., Vancouver 
Toronto Winnipeg 


THE BRITISH DRUG HOUSES LIMITED, LONDON, ENGLAND 


: Lavora rovers ASTI 
The Active Principle nigh ati 


of Sandalwood Oil Regulates the Heart 
Gonorrhoea. Cystitis. Pyelitis. fe 
Pyelonephritis. Vesical Catarrh Energetic Stimulant of Muscular System 


LABORATOIRES: P. ASTIER, 45-47 Rue du Docteur Blanche, PARIS 
332 BROADWAY, NEW YORK 


Sole Agents for Canada: ROUGIER FRERES, 210 Lemoine Street, MONTREAL 
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pressure. p 
and groping reflex,’’ decribed by Adie and Critchley 


Mention is made of the ‘‘forced grasping 


as occurring chiefly in frontal lobe lesions. ‘‘ Hemi- 
anopic hallucinations’’ and ‘‘uncinate attacks’’ are 
other items appearing for the first time in this edition. 
Special mention is made of some of the involuntary 
movements introduced to the profession by epidemic 
encephalitis. 

The book is a concise guide of convenient size 
well arranged, well proportioned, not expensive—al- 
together a useful addition to the armamentarium 
of student or practitioner. A. T. MATHERS 


Treatment of Skin Diseases. Noxon Toomey, M.D., 

B.A., F.A.C.P., Late Instructor in Dermatology, 

St. Louis University, ete. 512 pages. Price $7.50. 

Lister Medical Press, St. Louis, 1930. 

This work deals entirely with the treatment of 
diseases of the skin. 

The author has described with a good deal of 
detail, the standard treatment of diseases of most 
dermatoses and he has added a few original contri- 
butions to treatment as a result of his own experience. 
This volume is rather unusual in that it deals entirely 
with treatment as apart from diagnosis of skin con- 
ditions, and should prove a very useful work to one 
who has to deal with skin diseases, either as a derma- 
tologist or a physician. It is a useful addition to 
one’s library. J. F. BurGEss 


Ultra-Violet Rays in the Treatment and Cure of Dis- 
ease. Percy Hall, M.R.C.S. (Eng.), L.R.C.P. 
(Lond.), Hon. Acting-Therapist, the Mount Vernon 
Hospital, London and Northwood, ete. Fourth 
edition. 248 pages, illustrated. Price $4.50. C. 
V. Mosby Co., St. Louis, 1930. : 


The introduction by Sir Henry Gauvain is an en- 
thusiastic endorsement of the use of ultra-violet rays as 
well as of the author’s presentation. The writer shows 
that subsequent to the wide dissemination of Christianity, 
the idea of the sun as a curative factor became eclipsed 
along with paganism, only to emerge in the last few years 
as the result of shrewd observation and research. A 
discussion of natural sunlight and heliotherapy, with 
special reference to Rollin’s clinics and schools, is fol- 
lowed by a chapter on artificial light. The chapter on the 
physics of light is easily read. It is written for the 
beginner in light therapy. The physiology and biology 
of light is interestingly told. The production of local 
and general leucocytosis and phagocytosis is described, 
and the ability of irradiated tissue to accomplish cell 
fixation of necessary mineral salts is demonstrated. 

The chapter on the pathology of light enumerates 
some of the dangers and diseases resulting from the ex- 
hibition of excessive dose by inexperienced or careless 
users of this therapeutic agent. The uses of red and 
infra-red rays are detailed, especially with relation to 
their usefulness in conjunction with ultra-violet light. 
A full and interesting description of the various forms of 
apparatus is introduced. This part of the book is well 
illustrated; the text and cuts should be a very real help 
to individuals intending to purchase light therapy lamps. 
In the estimation of dosage the author lays much 
emphasis on the necessity for caution, and points out 
that each case must be regarded as a new problem. The 
age, sex, colouring, and general condition must be noted 
and evaluated. In addition, there is an occasional idio- 
synerasy to light which is a disturbing factor. 

In the light treatment of skin diseases a distinction 
is made between.acute and chronic types. A list of skin 
diseases responding to this form of treatment is included 
and illustrative case histories are appended. 

One thing that strikes the reader of this volume is 
the diversity of diseases which, it is claimed, are benefited 
or cured by various forms of light treatment. The 
author is frank in admitting a present lack of know- 
ledge in many cases, and expresses the hope that further 
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experience will increase our available information. An 
attempt has been made to cover a very large subject in 
a concise way and the result is a very useful book which 
will be welcomed by the light therapist and should be 
a guide to the general practitioner as to the type of 
cases suitable for reference to a light clinic. 

A. STANLEY KIRKLAND 


Morphine Habit, and its Painless Treatment. G. 
Laughton Scott, M.R.C.S., B.A. (Oxon), Lately 
Senior Physician, London Neurological Clinic. 102 
pages. Price 5/- net. H. K. Lewis & Co., Ltd., 
London, 1930. 

This small book is an outline of the special treat- 
ment of the morphine habit inaugurated and practised 
by the author. While it is claimed that this special 
treatment, which aims at amelioration of the with- 
drawal symptoms with consequent avoidance of shock, 
is new, it must be noted that it is merely a modified 
form of the Lambert-Towne method. Essentially, 
it is a rapid withdrawal of the drug, made possible by 
an increasing tolerance to belladonna and hyoscyamus, 
which is the basis of the Lambert-Towne treatment. 
Certain variations, however, between the two methods 
pertain, variations rather than differences. 

Firstly: The time for withdrawal is lengthened 
to 10 to 14 days, or longer if deemed necessary; and 
there is a more painstaking care to maintain a balance 
between the withdrawal rate and the rate of develop- 
ment of belladonna tolerance, as upon this balance 
depends the comfort of the patient, especially his 
freedom from confusion or delirium. Secondly: The 
longer time permitted for withdrawal admits of ab- 
sence of treatment during the sleeping hours, ad- 
mittedly an annoying feature of the Lambert-Towne 
treatment. Thirdly: The increasing administration of 
luminal throughout the treatment is featured as spe- 
cially beneficial. 

While the author presents his case clearly and 
advantageously, it is doubtful whether the increased 
withdrawal time is beneficial to the patient. Experi- 
ence with all methods of treatment teaches that too 
prolonged withdrawal intensifies rather than diminishes 
the discomforts; and it would appear that the author’s 
pictures of the terrors and torments of the 3 or 4 day 
withdrawal, as originally laid down in the Lambert- 
Towne method, is overdrawn. A good deal of stress 
is laid upon the personality of the physician and 
nurse and the psychological atmosphere that surrounds 
the treatment—all of which is commended, but which, 
after all, is a varying though essential part of any 
successful treatment. 

The book is clearly written and has the advantage 
of brevity. F. H. Mackay 





BOOKS RECEIVED 
Diabetes. Benjamin F. Smith, M.D., Physician and 
Lecturer to St. Joseph’s Infirmary, etc. 223 pages. 
Price $2.00. D. Appleton & Co., New York, 1930. 


Surgical Clinics of North America. Vol. 10, No. 2, 
April, 1930. Price $13.50 for set of six. London 


and Philadelphia: W. B. Saunders Co.; Toronto. 
MeAinsh & Co., 1930. 

Gynecology for Nurses. George Gellhorn, M.D., 
F.A.C.8., Professor of Gynecology and Obstetrics, 
St. Louis University of Medicine. 
illustrations. Price $2.00. London & Philadelphia, 
W. B. Saunders. Canadian Agents: MeAinsh & 
Co. Ltd., Toronto, 1930. 

Basis of Epilepsy. Edward A. Tracy, M.D. (Harvard), 


275 pages, 145 


Director of Epileptic Clinic at Forsyth Dental 
Infirmary, Boston. 92 pages, illustrated. Price 


$2.50. Richard G. Badger, Boston, 1930. 
Theory and Practice of Nursing. M. A. Guillan, S.R.N., 
Sister Tutor of St. Thomas’s Hospital, London. 
Third Edition, 238 pages, 3 illustrations (col- 
oured). Price 9/-. H. K. Lewis & Co. Ltd., 
London, 1930. 
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